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Task Book 

How to Take This Course 


WHERE AND WHEN TO TAKE THIS COURSE : 

This course is advanced job training for federal agency 
compensation specialists. 

The course will take approximately 12 hours to complete and is 
designed to be taken on the job. It should be taken in a quiet 
place that will be free from interruptions. 

This course is divided into segments consisting of seven 
modules. You should take these in the order presented and it is 
recommended that you complete a module in one session of study. 

The modules are: 

o Claims Review, starting on page 1 of this book 
o Controversion, starting on page 25 of this book 
o Third Party, starting on page 92 of this book 
o Light Duty, starting on page 115 of this book 
o Review of the Chargeback List, starting on page 172 of 
this book 

o Long Term Case Review, starting on page 193 of this book 
o Rehabilitation, starting on page 257 of this book 

MATERIALS NEEDED: 


o Task Book 
o Resource Book 

TAKING THE COURSE : 

Sequences in the materials will be organized as follows: 

o This book contains the directions. It will refer you to the 
Resource Book and ask you to read some information or rules. 

o Next it will ask you to solve a problem or make a decision on 
the basis of the rules in the Resource Book. You will record 
your answers in this book (the Task Book). 

o Then you will compare your answers to the answer sheet in the 
Task Book. 

o If there are any major differences between your answers and 
the answer sheet, you will be instructed to re-read the 
section in the Resource Book. 

o After you have cleared up any differences in the answers, 
then you will begin a new sequence in the Task Book. 


GO ON TO THE NEXT PAGE TO BEGIN THE COURSE. 




Reading 


A prerequisite to filling the role of the compensation 
specialist is to establish a claims processing system in your 
installation that will permit you to get the information you 
need quickly to do your job effectively. Your first reading 
will describe that system. The rest of the course will give 
you practice in reviewing claims and long term cases. 

Now, turn to the Resource Book and read pages i through 7. 

When you have finished the reading, return to this book and go 
to page 1. 
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Module I Claims Review 


In this module on Claims Review we will revie some typical 
claims that have been submitted to the compensation office. 
You will be asked to make a number of decisions about the 
claims . 

In reviewing these cases, you will begin the process of 
recognizing the INDICATOR, making your QUERY, EVALUATING the 
response and coming up with a RESOLUTION for the situation. 


GO TO PAGE 2. 



TASK BOOK 
CLAIMS REVIEW 
SMITH CASE 
TASK 1 


Read pages 8-10 and 14 - 16 in the Resource Book on examining 
the claim form and reviewing the medical report. When you have 
completed the reading, return to this page and follow the 
instructions below. 


TASK : 

Review the following CA-1 (Notice of Injury) and medical report 
for John A. Smith on pages 3-5. Look for any unresolved 
issues. Then turn to the worksheet on page 6 to answer the 
questions . 
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U.S. DEPARTMENT OF LABOR 
EMPLOYMENT STANDARDS ADMINISTRATION 
OFFICE OF WORKERS' COMPENSATION PROGRAMS 

FEDERAL EMPLOYEE'S NOTICE OF TRAUMATIC INJURY 
AND CLAIM FOR CONTINUATION OF PAY/COMPENSATION 

1, Name of Injured Employee (Last, first, middlo ) 

Smith , Ubhn fl. 

2, Date of Birth 3. [])*j Male 4 Social Security Number 

y -£Lj. - £Lf □ Fomale Sff' /=? ' /U / 3 

6. Employee's Home Mailing Address { No ., street , city , state, zip code) 6. Home Telephone 

p, 0 / AreaCodo 3 0 5 

Sco/trAnrc , Alabama Ntjmber: fSScdLLOA 

— 3, 

7. Name and Address of Employing Agency 

Tennessee. Valley Via thor / ty 
Belief on Af /!u clear P/a nr 
Hcl/viuooa /Vo henna 

8. Placo Whero Injury Occurred (e g tf 2nd floor, Mein Post Of flea 

Bldg., 12th & Pine) 

Reader ftodd/iuj 


11. Dependents 12. Employee's 

Wlfo/Hutband Occupation 

Children Under 113 Years Old □ E heChr t Ct QH 

13. Cause of Injury (Describe how and why the injury occurred ) 

~7~ picked up Q dr//J ( . /o /hr.) 
Yz> hand it ho another 
ddecdn c/an a n d flZ yjch a 
Catch) in any hao. fV . 

14, Nature of Injury (Identify the part of the body injured, e,g„ 
fractured left (eg, etc.) 

ft rain lea) hoc If 

16. If This Notice and Claim Was Not Filed With The Employing Agency Within Two Working Days After The Injury, Explain The Reason | 

For The Delay, 1 


I 


16 1 certify, unaer penalty of law, that the Injury described above was sustained In performance of duty os an employee of the United States 
Government and that it was not caused by my willful misconduct, Intent to injure myself or another person, nor by my intoxication. 

I hereby claim medical treatment, if needed, and the following, as checked below, while disabled for work: 

O a. Sick and/or annual leave 


E3 b. Continuation of regular pay not to exceed 46 days and compensation for wage lots If disability for work continues beyond 46 
days (If my ctalm is denied, I understand that the continuation of my regular pay shah be charged to sick or annua! leave, or 
be deemed an overpayment within tho meaning of 6 USC 6684), 



17. Statement of Witness (Doscribe what you taw, hoard or know about this Injury) 
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OFFICIAL SUPERIOR'S REPORT OF TRAUMATIC INJURY 


21 . Department or Agency 22. Bureau 01 

*7g/)n(f^ge Vo/W /iDfW/fyi 6&P 

^23 . IS mean A ddr ess of Reporting Off icrf/Va, street, ci ry, state, Code! 

Lois P- Dlnc^scn, U34 G-dney EdcLa ,j Chotf o nco qa ; '“pvf 3740/ 


24. Regular Work Day 



. Sam _ Oam 

B*gm S rji30Om Endt 4-00 ®PM 


27. Data and Hour of Injury 28, Data Reporting Office 
(mo., day, year} Cj 'QO Received Notice of Injury 

fiZUiyf (mo., day, year ) 


Feb, 1,198 4 aPM I Feb ,aj98 


25, Number of Hours 26. Circle Days Paid Per Week 
Worked Per Day 



131.45 Day Period B egms 
(mo., day, year) 

! tr« k •*» i & t~\ ■ . i 

1 32. Pay Rate When Employee 
Stopped Work 

i 

1 ■$ 13'COror 

33. Date and Hour EmploVoe Returned 
to Work 

(mo., day, year) Q AM 

□ PM 

i r6Di 3) fSSM* 

1 

r— 1 .. , 


29. Date and Hour Slopped 30. If Pay Has Been Terminated, 
Work Give Date 

(mo., day , year) n > r (mo., day, year ) 

a/ir 


Injury 

'VMoAAen 



copy of Employing Agency's Investigation Report. 


36. Wes Injury Caused By Willful Misconduct, Intoxication or Intent To Injure Self or Another? 
D Yes JEJ^No. |f Yes, Furnish Detailed Report. 


37. Was Injury Caused By Third Party? Q Yes ^S[Nd, If Yei f Furnish Name and Address of Party Responsible. 


1 38, Date Employee First Obtained 39. Name and Address of Physician First Providing Medical Cere 40. Do Medical Reports Show 



Medical Care for the Injury 
{mo., day, year) 

Feb.^j I98M- 


~Dr.Tau( PerKVns 
looc m G -Ca.Uie Rveoucf 

Chatbanctfoo, Tv 7> 1 Mo 


Employee is Disabled For 

Work? 





41, Does Your Knowledge of The Facts About This Injury Agree'WMh The Statements of The Employee And/Or Witness? 
BYgi QNo. M No, Furnish A Detailed Explanation. 


42. Does The Employing Agency Controvert Continuation of Pay? C Yes H No* If Yes, Give Full Explanation for Basis of 
Controversion (See item 6 of Instruction Sheet), and, if applicable, the date pay was terminated , Attach Additional 

Sheets If More Space Is Needed, 


43. Filing Instructions 

Q No Lost Time end No Medical Expense, Place this Form In Employee's Official Personnel Folder 
□ Medical Expense Incurredor Expected. Forward this Form to QWCP 

Time Covered by Leave, LWOP, or COP. Forward this Form to OWCP 


44. Ail Information requested on this Form has been furnished, if Not, It will be submitted by 


45. Signature of Supervisor 


46, Title and Office Phone Number 


(FtH tn bate } 


47, Date (mo. t day, year} 





















ATTENDING PHYSICIAN’S REPORT 


* ” N T ; F LajO*? 


_rr__i__L/_ f LL' yL- ' f - _ c T\ x o cro 

d & t e Af,: h l u p o f i \"j '• - v \m , ru*, v i* if* 4 pep c c5ir nsa cn ■ 

/^/6 /98*/- - ' --pom j 

iVh A ' - 5 T ? p ' T * 7 j PY i*’ f'trJtt 4 Jr -jo/isp ■ b ' 'ie «mpl DIC ?VPL X 


V c V>Ca \l ^L. i 

- . S-sr H s.X c v-c _ Yr\ \ Q, ba mix . J^Olf l| 

a ?er> c dc, ‘ (S a-';n i r*i^^ -s * res . - - df = a - loss 


C P“VT I ^ H L< A 


■'ll 


it »-i ^ ■? * ^ ” w ^ J ~ * i F i( unmnr • mu rj - J j 'w ” vru v - Z, ,« > / - ’ - J | 

E"m<>\cvEeE iLT/iT£J> HF ST£/\i/b£Ti ^ ^ArL , 

U\ \ a; U- O Tak u W E v O' i i l a, (j- A p P ? c / ic c B $ 

/Lx ux^- 5 -fc-, 

WHAT ARP l *OUP F | n C ! MGS /Include 'f’su/Js of wufSj laboratory ‘ost >, etc 5 

X' rfiv'5 r&v£AL sei/e ee sec-eveeeTii/c. ciscdi settle 
/ m Cflfi/v&e s/ece ///83 e-Asys 

’ H A T IS VOURdTa GNOSIS’ 

SSMS AS &A 

DO YOU BELIEVE ^ H|$ OISABIL TY IS IN ANY rt A Y RELATED TO THE HISTORY CF THE INJURY AS GIVEN ABO-'E’ 

CPfeaio e<pMrn vour nriMter // there nre doubts t 


_ y£S NO 

DIO INJURY REQUIRE HOSPITALIZATION? 

IF YES, GATE OF AOMISSION f.Wo., Dart Year) 
DATE OF DISCHARGE 


O t IN 


10, IS ADDITIONAL HOSPITALIZATION 
REQUIRED’ 


11, OPERATIONS (It any, describe type) 

a>rtVMU£7d ££&. 


'P/ML RJS/CA 

12. DATE OPERATIONS PERFORMED 
j (Mo t , Day, Year) 

13. WHAT /Other) TYPE OF TREATMENT 

iyieD/csrio/)J3 , 

DIO YOU PROVIDE 1 

/y)y£id&-Af)ty 

. 1 

14. WHAT PERMANENT EFFECTS, IF ANY, 

00 YOU ANTICIPATE? 

i; KA/fluu /f . F?T 

TH 1^ ? o i aj T 


, DATE OF FIRST 
EXAMINATION 
r Via, . Dav, Year) 


! 16, DATES OF TREATMENT f,Vo, ( Dny, Year) I 17. DATE OF DISCHARGE 

: * , FROM -'REATMENT 

! 1 <\ X 9x c tvv\ 4 x vu, i A/ G- M ' 0 '^ j£" 

Y // rentiflMIhin ifolff UffJfnou’fi - '0 13 DATE EMPLOYEE ABLE v 0 RESUME ' W«) M Dap, V»«f; 


u, Dtiy, ro«i 


PER 100 OF DISABILITY It remmifilHm <Voi< t unknown - so 
inoficar«; »Vo»» i/or, yean 

TOTAL 'IiSAlikiT'r f?«=»OM )3 I 0 Of\l 

PARTIAL 2 1 3 A 8 I L i T Y 1 PROM ‘ r ^ TO 


^la/g I/-0 CONTINUING- -iomt 

I ' f ^TO TJflULAP AeR k 


A,(// 



ADVISE IF EMPLOYEE IS A BLE TO RESUME WORK . YES % NO <F YES FURNI SH PATE ADVISED. 

IF EMPLOY EE "l5 A 9|1 "e TO RESUME ONLY LIGHT WORK, INDICATE The EXTENTOF PHYSICAL LIMITATIONS AND THE 
TYPE OF WORK HE'SNE COULD REASONABLY PERFORM WITH THESE LIMITATIONS 


22. GENERAL REMARKS AND RECDMMEN OATIONS F 


~CM~FtjMS' My ££&M£M/}-TM 

pus/g/s. p At/'sat m F ese/ss^,,..., 


23. SIGNATURE OF FHY5.CIAN 


14 APDFF*f r Vu-*juf. tr-b'f, r *, 2*utx. t U,r f'dj 


7 Mp (Sf#, 


mmmi 


, ;f repcr * 

0u». \ oar < 

si/s/sy 

CA-20 

(REV. AUG. 1»7«> 



TASK BOOK 
CLAIMS REVIEW 
SMITH CASE 
TASK 1 


Which of the following descriptions most closely describes the 
major issue in the case? Pick your answer and turn to the page 
and box indicated. 


a. Description of the injury submitted by the claimant is too 
incomplete. Turn to page 22 , Box 2. 


b. There are no work limitations specified. Turn to page 23, 
Box 1. 


c. There is a lack of evidence of job-re la tedness. Turn to 
page 33, Box 4. 


d. The type of injury claimed on the CA-1 is probably an 
occupational disease. Turn to Page 30, Box l.t 


- 6 - 



TASK BOOK 
CLAIMS REVIEW 
SMITH CASE 
TASK 2 


Should you wish to refer to the Resource Book, consult pages 
14 and 15. 


Which of the questions for the doctor listed below would 
provide the information most necessary for resolving the 
question of causality? 


Select your answer and turn to the page indicated. 


a. Are the findings of severe degenerative disc disease 

causally related to the work injury reported? Turn to page 
23, Box 4. 


b. When will the claimant be able to return to limited duty? 
Turn to page 33, Box 1. 


c. Is the total disability a result of the work injury 
reported? Turn to page 22, Box 1. 


d. To what extent did the injury claimed contribute to the 
claimant's current disability? Turn to page 30, Box 3. 
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TASK BOOK 
CLAIMS REVIEW 
THOMAS CASE 
TASK 1 


Review the following CA-1 and medical disability certificates 
submitted by George R. Thomas and answer the questions on 
page 13. 


- 8 - 



U.S. DEPARTMENT OF LABOR 
EMPLOYMENT STANDARDS ADMINISTRATION 
OFFICE OF WORKERS' COMPENSATION PROGRAMS 



FEDERAL EMPLOYEE'S NOTICE OF TRAUMATIC INJURY 
AND CLAIM FOR CONTINUATION OF PAY/COMPENSATION 


4. Social Security Number 

0Ot>- /£- //S*^ 


5. Employee's Horne Mailing Address (No , street, city, state , zip code ) 

HOG m<*in 6t 

M o, r u I a net 3 / 26 ^ 


6. Home Tempriono 
Area Code: 3^)/ 

Number* <->£.?' HSOX, 


7. Name and Address of Employing Agency 

K 5, P S 

?oo $ ¥ ttc, St 

iScu-to, Hi) AU33- 

8, Place Where Injury Occurred (e.g., 2nd floor. Main Post Office 

Bldg., 12th & Pine) 

(Jtn ct cuorkflocr- H.f t>- 
070 

9. Date and Hour of Injury 
(mo., day , year) Q AM 

U\5 3 £' 3o □f'PM 

10. Date of This Notice 
(mo„ day, year) 

lltS/%3 

1 1 . Dependents ™ 12, Employee's 

Wife/Husband LJ Occupation 

Children Under 18 Years Old 0 ffe.ll handle r 

13. Causa of Injury (Describe how and why the injury occurred) 

Unload* a ^ a .bt.it from cu 

tMA-Ck, JL ^OLCZ^AJLd mej tz£T 

Cc<v XXc. LnJist 

cwJL /uw. owtmy joct 

14, Nature of Injury (identify the part of the body Injured, e,g„ 
fractured left leg, vtcj 

-frAcf viJLdi l-e-fi //H'/t fo 

15. If This Notice and Claim Was Not Filed With The Employing Agency Within Two Working Days After The Injury, Explain The Reason 

For Tha Delay, 

i t 

X cUd no'f -Think, m^urej ujas sw/ou- s* 


16 I certify, unaer penalty of law, that the injury described above was sustained in performance of duty as an employee of the United States 
Government and that it was not caused by my willful misconduct, intent to injure myself or another person, nor by my intoxication, 

I hereby claim medical treatment, if needed, and the following, as checked below, while disabled for work: 

CH a. Sick and/or annual leave 

0 b Continuation of regular pay not to exceed 45 days and compensation for wage loss If disability for work continues beyond 45 
days <Lf my claim is denied, I understand that the continuation of my regular pay shall be charged to sick or annual leave, or 
be doemed an overpayment wlthfn the moaning of 5 USC 6684). 

v Signature of Employoe or Person Acting on Hls/Her Behalf 
1 7, Statement of Witness (Describo what you saw, heard or know about thfs injury) 


N |a 


18, Witnoss' Signature 


19. Witness' Addross 


20, Date Signed (mo,, day, year) 














: 21 Department or Agency 


OFFICIAL SUPERIOR'S REPORT OF TRAUMATIC INJURY 

I 22. Bureau or Office 


l( 3 r-' Oo-C hi o Pi x 33 

23. Name and Address of Reporting Office JNo„ street , c/fy, state, Code) 

“?G6 £ Z<c - F™ <2 ,r) ' '199' 

^Scu-to HP art. 3>3 

24. Regular Work Day 25. Number of Hours |26. Circle 

Dam [Dam Worked Per Day 

B09,ns ? 2>o q™ Ends H'cv Qpm 8 Qj 

27. Date and Hour of Injury 28. Date Reporting Office 29. Date and Hour Stopped It 

(mo„ day , year ) Received Notice of Injury Work 

QAM (mo„ day, year) (mo., day, year) 

l)\S J^5 5:2 b 0PM 7 hlt$ ihh'K /vc oP/l 


* jj-Jcco 


25. Number of Hours 26. Circle Days Paid Per Week 
Worked Per Day 

8 (Hi M T 


(s; m T (w^c£> CE> d~ 


29. Date and Hour Stopped 30. If Pay Has Been Terminated, 
Work Give Date 

(mo., day, year) (mo„ day, year) 


rhln /vtro/71 


31. 46 Day Period Bogins 32. Pay Rate When Employee 33. Date and Hour Employee Returned [34. Name of Supervisor at Time of 
(mo,, day, year) Stopped Work to Work Injury 

.1-1-.- •!*»*#,. . - (mo., day, year) QAM „ . 


t %l<n 


$ Dflr 


■Tilt In 3' 3* 0( 


$ Afosf 


35. Was Employee in Performance of Duty At The Time of Injury? 0Yes, Q No. If No, furnish a detailed explanation or attach 
copy of Employing Agency's Investigation Report. 


36. Was Injury Caused By Willful Misconduct, Intoxication or Intent To Injure Self or Another? 


□ Ye. Q No. If Yes, Furnish Detailed Report. 


37. Was injury Caused By Third Party? 0 Yes Q Tlo. If Yes, Furnish Name and Address of Party Responsible. 


38. Date Employco First Obtained 39. Name and Address of Physician First Providing Medical Care 40. Oo Medical Reports Show 
Medical Care tor the Inlury JoftOA fk>ph n 5 UotpUoJL, Employee 1. D.sabled For 

(mo,, day, year ) 9 I Work? 

. bOO 5 SrOCud u-iXy 

7 '^ 13 (8 edLtb H* JOO£ gYw DNo 

41. Does Your Knowledge of The Facts About This Injury Agree With The Statements of The Employee And/Or Witness? 

Cl Yes QNo. If No, Furnish A Detailed Explanation. 


YKcy*cu> (\dr cv***c**>ci it. ert (f I \sf % 3 

42. Does The Employing Agency Controvert Continuation of Pay? D Yes Q No. If Yes, Give Full Explanation for Basis of 

Controversion ISee Item 6 of instruction Sheet), and, if applicable, the date pay was terminated . Attach Additional 

Sheets If More Space Is Needed. 


43. Fifing Instructions 

Q No Lost Time and No Medical Expense. Place this Form in Employee's Official Personnel Folder 
Q^Medlcal Expense Incurred or Expected, Forward this Form to OWCP 
QJl.ost Time Covered by Leave, LWOP, or COP. Forward this Form to OWCP 

44. All Information requested on this Form has been furnished. If Not, it will be submitted by 


45. Signature of Supervisor 


46, Title and Office Phone Number 

yiduSSo 


(Filf (n Dote) 

47. Date (mo„ day, year) 

7 /«/»3 
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TASK BOOK 
CLAIMS REVIEW 
THOMAS CASE 
TASK 1 


DISABILITY CERTIFICATE: 

JOHNS HOPKINS HOSPITAL 
600 S. Broadway 
Baltimore, MD 21205 

7/8/83 

George R. Thomas was seen in our Emergency Room on 
7/8/83 and is unable to work through 7/9/83 due to a 
fracture of his left little toe. Patient states the 
injury happened at work on 6/25/83. 


E. L. Wright, M. D. 


Patient Instructions: 

Tape toes for comfort. Take aspirin as needed. 
Elevate the foot for 24 hours. 
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TASK BOOK 
CLAIMS REVIEW 
THOMAS CASE 
TASK 1 


DISABILITY CERTIFICATE: 

JOHNS HOPKINS HOSPITAL 
600 S. Broadway 
Baltimore, MD 21205 

7/10/83 

George R. Thomas was seen in our Emergency Room 
on 7/10/83 and is unable to work through 7/14/83 
as a result of a fractured left toe. Patient 
states the injury occurred at work on 6/25/83. 


R. A. Johnson, M. D 



TASK BOOK 
CLAIMS REVIEW 
THOMAS CASE 
TASK 1 


Is George Thomas's claim ready to be sent to OWCP? 

a. Yes Turn to page 30 , Box 2 

b. No Turn to page 22, Box 3 
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TASK BOOK 
CLAIMS REVIEW 
THOMAS CASE 
TASK 2 


Pick the one statement below which representa a major issue or 
issues that need to be resolved in George Thomas's case before 
it can be sent to OWCP. Then turn to the page indicated next 
to your choice. 


a. There is a conflict between the employee's statement and 
the supervisor's statement that the claimant was not 
working in the area where the injury took place. Turn to 
page 22, Box 4. 


b. There is inadequate medical evidence to justify total 
temporary disability resulting from the injury claimed. 
Tvrn to page 33, Box 3. 


c. The Doctor's report raises questions about whether the 
injury occurred at work. Turn to page 31, Box 2. 

d. There were no witnesses to the injury. Turn to 
page 30, Box 4. 


e. Both a and b above. Turn to page 23, Box 2. 


f. Both a and c. Turn to page 24, Box 3. 


-14 




TASK BOOK 
CLAIMS REVIEW 
MERRITT CASE 
TASK 1 


Read pages 11 - 13 in the Resource Book. Then review the 
following CA-1 and medical report on pages 16 - 18 for the 
claim of Thomas F. Merritt. 

Look for any indicators of problems in the case. Then answer 
the questions on page 19. 


-15 



U.S. DEPARTMENT OF LABOR 
EMPLOYMENT STANDARDS ADMINISTRATION 
OFFJCE OF WORKERS 1 COMPENSATION PROGRAMS 



FEDERAL EMPLOYEE'S NOTICE OF 1 RAUMATIC INJURY 
AND CLAIM FOR CONTINUATION OF PAY/COMPENSATION 


3. r~~hftiale 4. Social Security Number 

S □ Female ( C'^ ) l> 7^^ 


5, Employee's Home Mail 109 Address (No., ttreet, city , state, 2 Ip code) 


7. Name and Address of Employing Aflency J I 8. Place 

{\ 0 £ Fo\V |<f»aJL Mrf /r r, o 1 m ' 

ividvxsVr^ ^elonhAiS a-V.ce 

^C)v~ - ts!T>lovA. v V -ft-, \j&-^ 


6. Home Telephone 
Area Code: 

Number: 3^3 - < g|5?/ 


Place Where Injury Occurred fe.g. t 2nd Koor, Main Post Office 
3ldg r , 12th & Pine) 


It, Dependants m 

Wlfe/Hu sband UJ 

Children Under 18 Years Old D j 


13. Causi of Injury (Describe how and why the tnjbry occuhed) I 14. Nature of I njury (Identify the part of the body Injured , e g. t 

2~ movi'n r office 


oja^> rrtovrn f vitu * rurm) 

X /'f-/Q <t chaifL etn<i 
fell- a- _sferp pa-iw in mV 
Cori 5 / ■ 




/Xrpr 


IB. If This Notice and Claim Was Not Filed With The Employing Agency Within 2 Working Days After The Injury, Explain The Reason 
For The Delay. 


16, 1 certify that the Injury described above was sustained lr> parformence of duty as an employee of the United States Government and that 
It was not caused by my willful misconduct, Intent to Injure myself or another person, nor by my Intoxication. I hereby claim medical 
treatment, If needed, and the following, as checked below, while disabled for work: 


□ a. Sick and/or annuel leave 
E3^bTcontinuatlon of regular { 


Continuation of regular pay not to exceed 46 days and compensation for wage lots If disability for work continues beyond 45 
days (If my claim Is denied, I understand that the continuation of my regular pay shall be charged to sick or annual leave, or 
be deemed an overpayment within the meaning of 5 USC BB84).’ 


- / U.& L U 

Signature of Employee or Person Acting on His/Her Behalf 


17, Statement of Witness (Describe what you taw, heard or know about this Injury) 


18. Witness 1 Signature 


18. Witness' Address 


2D. Date Signed 
(mo„ day, year) 
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Form CA*i 
Rev, Nov. 1074 
















21. Department or Agency 


OFFICIAL SUPERIOR'S REPORT OF TRAUMATIC INJURY 

22. Bureau or Office , i 


~ ~ — . puicau or unice - \ . . j 

M au J Mcii Vc=\t < Slvi\j > y ^ c 

23. Name and Addrkss of Reporting Office JnoI stress, city,, lute, zipCode ) — s . | 7 '7r'r ~~7d 

fAuwr't.AV- A/*ua\ ( T-Cndusi^ < <4 ,0'“> ^ O v w e -, 

u *" U.H-A . IV- ^ 7 ^ 



26. Circle Days Paid Per Week 

/■ A /~\ s. 


29, Date and Hour Stopped 
Work 

(mo., dart year) 


S ( My <S{w)6(0 s 


i 30. If Pay Has Been Terminated, 

Give Date 
frio., day, year) 


27. Date end Hour of Injury ^28. Date Reporting Office 
(mo., day, year) Received Notice of Injury 

j j B^M f/no/, day, wear? 

//w/*3 Dpm //h$ U3 


31 . 45 Day Period Begins 32. Pay Rate When Employee 33, Date and Hour Employee Returned 34. Name of Supervisor At Time of 
(mo., day, year) Stopped Work to Work injury 

. . . _ (mo„ dav, year ) □ AM 

NO T.h-€ >t*' Ljjel $ per 1_ KI 1 / CDpM l ( ) V'*'0/lSO jri 

~36. Was Employee In Performance of Duty At The Tima of Injury? [H Yet, [p^No. If No, Furnish A Detailed Explanation Or A Copy 
of Employing Agency's Investigation Report. 

\<ib Cr-<4e\-_S <^0 Wii\- ^VvttU- VYvpIcY ^ ujcv-lc- 

Ov. \ t*v a vw <2 wtV ^ ^ "wvo \j \ wr-v ^ ^ *• ^ — ' 

m! OJk \ - O 

36, Was I njury Caused By Willful Misconduct, Intoxication or Intent To Injure Self or Another? 

□ Yes 0No. If Yes, Furnish Detailed Report, 


■YVVO Vi V t\f\ c 

0 


37. Was Injury Caused By Third Party? [_J Yes [ t^a. If Yes, Furnish Name and Address of Party Responsible. 


38. Data Employeo First Obtained 39. Nome and Addre«$of Physician First Providing Medical Cere 40. Do Medical Reports Show 
Medical Care for The Injury 1 *4 AM StodnSA ^ U Employee li Disabled For 

fmn rtaxj i /nor) -w r . /.I /I /A /-i /V 1 v 


(mo., day , year) 

\v\ssoi *3 


^v-. c^e^d fkUn-f 

loW Wo^dbn 

Uo^FoWc. 


York? 
0^ Yes 


41. Does Your Knowledo^dfThe Facts About This Injury Agree With The Statements of The Employee And/Or Witness? 

f | Yes p'pJo, If No, Furnish A Detailed Explanation. 

e\nplc» uJtU, uni yviCoV^ 

^ vx V V\\ i vxr -<2 % 

42. Does The Employing Agency Controvert Continuation of Pay? Q Yes 0 No If Yes, Give Full Explanation For Basis of 
Controversion (See Item 6 of Instruction Sheet), Attach Additional Sheets If More Space Is Needed. 


43. Signature of Supervisor 
LS tf CXjLsLs Ct ( - 


| 44. Title and Office Phone Number 46, Date (mo., day, year) 

Q oitmW ^ ///2~3 /-V 3 
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TASK BOOK 
CLAIMS REVIEW 
MERRITT CASE 
TASK 1 


SHIPYARD DISPENSARY 
Medical Entry 


11/22/83 Patient complaining of pain in right leg on 
movement. Patient stated he slipped on wet 
surface and has since had pain in right leg. 

Examination revealed full range of motion of 
right leg with a straight leg raising of 60°. 
X-rays were negative for fracture. 

Treatments Medication for pain and work 
restrictions for light duty assignment. Return 
to clinic in two weeks for re-evaluation. 


W. A. Moark, M. D. 


12/5/83 Patient in for re-evaluation for right leg. 

Examination reveals full range of motion and no 
edema. Will return patient to full duty. 
However, he requests to be referred to his 
private medical doctor. Will grant this request 
and patient was instructed to contact 
compensation office. 



W. A. Moark, M. D. 


Enclosure 2 
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TASK BOOK 
CLAIMS REVIEW 
MERRITT CASE 
TASK 1 


From the problems listed below, identify the one answer that 
applies in this case. Select your answer below and turn to the 
page indicated to check your answer. 


a. Both b and c are problems. Turn to page 24, Box 2. 


b. There is a conflict between the supervisor's statement of 
work assignment and the claimant's description of injury. 
Turn to page 33, Box 2. 


c. There is a conflict between the Ship Dispensary medical 
report and the claimant's description of the part of the 
body injured. Turn to page 31, Box 1. 


d. There are no witnesses to the injury claimed. Turn to page 
4 1 , Box 2 . 
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TASK BOOK 
CLAIMS REVIEW 
MERRITT CASE 
TASK 2 


To resolve the conflict between the supervisor’s statement of 
work assignment and the claimant's description of injury, which 
of the following sources is most important? 


a. Interview the claimant. Turn to page 24, Box 1 


b. Interview the supervisor. Turn to page 23, Box 3 


c. Look for witnesses. Turn to page 170, Box 2 


d. Get a more detailed medical report from the Dispensary. 
Turn to page 34, Box 4 
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TASK BOOK 
CLAIMS REVIEW 
MERRITT CASE 
TASK 3 


To resolve the conflict between the Ship Dispensary medical 
report and the claimant's description of the part of the body 
injured which of the following would you do? After you select 
your answer, turn to the page indicated. 


a. Interview the claimant. Turn to page 41, Box 3 

b. Interview the supervisor. Turn to page 24, Box 4 

c. Look for witnesses. Turn to page 34, Box 1 

d. Get a more detailed medical report from the dispensary. 
Turn to page 31, Box 3 
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Prom page 7 



Question "c" does not ask for a description of how much 
the work injury contributed to the disability. 

Return to page 11 and try again. 


From page 6 



Choice "a" is not the major issue. Since the degenerative 
disc disease is an ample explanation for his total 
disability, we do not need a better description of the 
accident to explain how it could result in such a severe 
condition. 

Return to page 6 and make another selection. 





From page 14 


True. There is a conflict between the employee's 
statement and the supervisor's statement that the claimant 
was not working in the area where the injury took place. 
However, there is one other issue that should be resolved 
at this time. 

Return to page 14 and try again. 
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Choice b, is not really an issue at this point. The fact 
that the work limitations are not specified is not an 
issue since the claimant is hospitalized. It would only 
become an issue after establishing a causal relationship 
between picking up the drill and the claimant's disability. 

Return to page 6, review the case and select another 
answer . 


Prom page 14 



Correct. Both of these are issues. 

(a.) There is a conflict between the employee's statement 
and the supervisor's statement that the claimant was not 
working in the area where the injury took place, 
and 

(b. ) There is inadequate medical evidence to justify 
total temporary disability resulting from the injury 
claimed . 

...Turn to. page 11 L f ar. t hguisxtJfca&lLi 


From page 20 



This is not really necessary. The supervisor is already 
on record as stating that the employee was not assigned to 
movie furniture, even though he has not come forth with 
other evidence. 

Return to page 20 and make another choice. 


Prom page 7 



Question a. "are the findings of severe degenerative disc 
disease causally related to the work injury reported?" is 
not the best question. We already know that severe 
degenerative disc disease preceded the work injury and 
therefore is not a result of it. 

Return to page 7 and try again. 
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From page 19 


Correct. Both b and c are problems. 
Turn to page 20 for the next task. 


— — — _________ From page 1 4 

, are ? art ^ ri ? ht - There is a conflict between the 

the claimanf^ 61 " 61 ^ and , ^ he supervisor’s statement that 
rjj®. cl f imant was nofc working in the area where the iniurv 
took place. However item c "The Doctor's report raises 

noTa^jor ’?£ " h6t ?? r th * °==urrJ S £ r wor^ S ?s 



~ ~ — . From page 21 

injury happeneJTor^what part^of information on how the 
Return to page 2 ! a^LKnothe^chML! 33 af£ected ' 
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CONTROVERSION 


As in the previous module, you will be given a case and a 
series of tasks. For each case you will be asked to: 

a. Decide whether the case may be controverted on the basis 
of the information given, 

b. Decide what additional information you need, if any, 

c. Evaluate any additional information, and decide whether 
the claim should be controverted. 


In making a decision on a given case, you will need to be able 
to recognize any indicators of a problem. Read the Resource 
pages 17 - 20 bn Case Review Process. 


TURN TO PAGE 26 TO BEGIN THE FIRST CASE. 
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SMITHERS CASE 
TASK 1 


Before beginning this case, read the Resource Book on 
Controversion, pages 26 and 27 up to Number 2. 


Review the attached CA-1 completed by John E. Smithers and 
received for processing in the compensation office on 
April 2, 1984. Then turn to page 29 to do the task. 
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U.S, DEPARTMENT OF LABOR 
EMPLOYMENT STANDARDS ADMINISTRATION 
OFFICE OF WORKERS' COMPENSATION PROGRAMS 


1. Nan* o< Injured Employe* (Lift, tint, middle) 


FEDERAL EMPLOYEE'S NOTICE OF TRAUMATIC INJURY 
AND CLAIM FOR CONTINUATION OF PAV/COMPENSATION 


2. Date of Birth 


Sift £ H'OI'SO 


5. Employee's Horn® Mailing Address (No., street, city , state, zip code) 

faS, ’fa-y^-Wc Str-exX 

3a. r^ore, ri&tulaf'tL 33 


7. Name and Address of Employing Agency 

IX- 3 fes+cfc-L SfcvVfCo 
*U>0 West Pfo-Ct Sb*je.t 
|3cUf> mort, /(cttLjleirt d AlZOZ-JkOX 


9. Date and Hour ol Injury 10. Data of Thla Notice 

(mo., dty, yeerj (JAM (mo., dty, yitr) 

3/SO/S4 /3'3fl (x}pm Z/XoM 


13. Cauie of Injury (Oeterlbe how end why th» Injury occurred) 14. Nature of Injury <t> 

LKlU J*|, w ,« 3 A, ftkckop, ^tundteit^.e 

JM'ji r*n oof cpx.nod. doc y ri^ke 

A.fl<C bit /ny /j?^ 



4, Social Security Number 

/S3- 5* • -3*7o 


6* Home Telephone 
Area Code: 3ol 
Number: ^ 36 - ^0^/ 


8. Piece Where Injury Occurred (t,g„ 2nd floor, Main Post Office 
Bldg,, 12th & Pine) 

iZot fion.t') uiLm 


11. Dependent* 12. Employ**'* 

Wlfe/Hu*b*nd [□ Occupetlon 

Ch jldren Under 1 B Year* Old □ U & * 0* r, I g f- 

14. Nature of Injury (Identify the pert of the body Injured, ej,, 
fractured left leg, etc.) 


16 ‘ FoItmdX*^ Cl " m W " N °‘ R,td W “ h Th * Empl0V,nfl Afl * ftcv Wl,hln Tw0 Workin 0 0 "V* After The Injury, Explain The Roe ion 


x£ ct* ft /YHj SLp^rVi3#V^ K*» 1 0 "VL ct - 


'S=Sl~=SS»-=r 

□ a. Sick end/or annual leave 

^ ZT,T*izz,z ^ r * 11 ^ ^ ^ - 

- *— « *J£S "* ■*- »• *- * *•- »*»«»-.».. * 

— ... <* , 

_ Signature of Employee or Perton Aotlna on Hl*/H«r Behalf 

17. Statement ol Witne** (Oeterlbe whet you tew, heerd or know ebout th* Injury) — 

I 


18. Witness' Signature 


19, Witness' Address 


20. Date Signed (mo,, day, year) 


Form CA4 
Rev. Sept* 1978 
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21, Department or Agency 


22, Bureau or Office 


U5 foSttxL Service 


fooJfwV'-Yv? HA ,Qt*02“ ?<S<3? 


23. Name and Address of Reporting Office (No., street, city, state , Zip Code) 

•faO Prcxtt 

Ur * mo Xi> % 



25. Number of Hours 26. Circle Days Paid Per Week 
Worked Per Day 

B s 0 


29. Date and Hour Stopped 30. If Pay Has Seen Terminated, 
Work Give Date 

(mo„ day, year ) (mo., day, year ) 


24, Regular Work Day 25. Number of Hours 26. Circle Days Paid Per Week 

K] AM Dam Workfld Per Day 

B9Blnj t, ot> dpm Ends a ’ bo siP M b s q> r 


27. Date and Hour of Injury 
(mo,, day, year) 

□ am 

*1*0 M H'3o mm 


31. 45 Day Period Begins 32. Pay Rate When Employee 33. Date and Hour Employee Returned 34. Name of Supervisor at Time of 
(mo., day, year) Stopped Work to Work Injury 

I / . , . (mo., day, year) K) AM 

2- I Xl/sl I Rm Joflts 

36. Was Employee In Performance of Duty At The Time of Injury? 0 Yes, Q No, If No, furnish a detailed explanation or attach 
copy of Employing Agency's Investigation Report. 


MM/M /a '3o 


36. Was Injury Caused By Willful Misconduct, Intoxication or Intent To Injure Self or Another? 
0 Ye* 0 No. If Yes, Furnish Detailed Report. 


37. Was Injury Caused By Third Party? 0Ves Q No. If Yes, Furnish Name and Address of Party Responsible. 

Hci'YWOU.H 6T 

ixo? wcaric*' 

e&o, } h C XI XO /L 


38. Date Employee First Obtained 39. Name and Address of Physician First Providing Medical Care 40. Do Medical Reports Show 

E£?S£"“"*" 3*>h/»5 Hop/ims HoipiiaL SST " F ” 

4? CO "Broa.d LodAi- 

4l«IV» Sal^more. Mb? 3IUS H*S- □ 


41. Does Your Knowledge of The Facts About This Injury Agree With The Statements of The Employee And/Or Witness? 
0Yes 0No. If No, Furnish A Detailed Explanation, 


42. Does The Employing Agency Controvert Continuation of Pay? 0 Yes 0No. If Yes, Give Full Explanation for Basis of> 
Controversion (See Item 6 of Instruction Sheet), and, If applicable, the date pay was terminated , Attach Additional 

Sheets If More Space la Needed. 


43. Filing Instructions 

Q No Lost Time and No Medical Expense, Place this Form In Employee's Official Personnel Folder 
Elf M «dica! Expense Incurred or Expected, Forward this Form to OWCP 
j^Lost Time Covered by Leave, LWOP, or COP. Forward this Form to OWCP 


44, All Information requested on this Form has been furnished, If Not, It will be submitted by 


(Fill in Date) 










TASK BOOK 
CONTROVERSION 
SMITHERS CASE 
TASK 1 


Select the letter next to the statement below that best 
describes the issue involved and turn to the page indicated to 
check your answer. 


a. There is no issue. The claim is ready to be submitted 
to OWCP. Turn to page 41 Box 1. 


b. The issue is that this claim should be an occupational 
disease claim. Turn to page 31 Box 4. 


c. The issue is that the injury was not reported on an 

approved form within 30 days after the injury. Turn to 
page 34 Box 3. 


d. The issue is that the injury occurred off the employing 
agency's premises and the employee was not in 
performance of duty. Turn to page 42 Box 2. 
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Choice "d" - that the injury claimed is an occupational 
disease is possible. But, there is no evidence that the 
degenerative disc disease is work-related, nor is the 
claimant asserting this. 

Return to page 6 and make another choice. 
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From page 19 


This is correct. There is a conflict between the ship 
dispensary medical report and the claimant 1 s , description 
of the part of the body injured. 

Now return to page 19 and review the choices. Are you 
sure there are no others? 


From page 14 


Item c "The Doctor's report raises questions about whether 
the injury occurred at work" is not a major issue. It is 
true that the report does not provide a complete history 
of injury. This is just one of the weaknesses of the 
medical evidence. Answer "b" gets more to the point of 
the larger issue of lack of medical evidence. 

Return to page 14 for another try. 


From page 21 


The dispensary as a source would not be helpful at this 
point. We first need a clearer description of how the 
injury occurred and how the different parts of the body 
were affected. 

Return to page 21 for another attempt. 


— — From pace 29 

No. The dog bite on the leg is a traumatic injury, not an 
occupational disease. 

Return to page 29 and select another answer. 


CONTROVERSION 
SMITHERS CASE 
TASK 2 


At this point, which step must you take? Select one of the 
choices below, then turn to the page indicated to check your 
answer. 


a. Contact the claimant's supervisor to see if there were any 
witnesses who saw the claimant give the form to the 
supervisor. Turn to page 34, Box 2. 


b. Contact the claimant's supervisor to verify the date the 
claim form was first submitted by the claimant to the 
supervisor. Turn to page 41, Box 4. 


c. Contact the claimant to ask him to produce his receipt for 
the CA-1 that he says he submitted to his supervisor. Turn 
to page 43, Box 2. 


d. 

Both 

a and 

c above. 

Turn 

to 

page 

44, 

BOX 1. 

e. 

Both 

b and 

c above. 

Turn 

to 

page 

42, 

Box 3. 
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Prom page 7 


The question asked in b. "when will the claimant be able 
to return to limited duty?" may turn out to be important, 
but the more basic issue is still establishment of 
causality. 

Return to page 7 and select another answer. 



This is correct. There is a conflict between supervisor's 
statement of work assignment and claimant's description of 
injury. 

Return to page 19. Are you sure there are no other 
problems? 



Very good. There is inadequate medical evidence to 
justify total temporary disability resulting from the 
injury claimed. However, there is another issue that 
should be resolved now. 

Return to page 14 to make another selection. 



The correct answer is "c" - lack of evidence of job 
relatedness. The major issue is the cause of the 
condition of the person's back. The doctor's medical 
report clearly states that the claimant had severe 
degenerative disc disease several months prior to the 
injury reported. It also states that the current 
condition is the same as it was then. 

Turn to page 7 to begin the next task. 
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This is not the best choice. There may be witnesses who 
could supply useful information, but there is a far more 
direct route. Return to page 21 for another ' selection. 



From page 29 


Correct. The best answer is "3" - that the injury was not 
reported on an approved form within 30 days after the 
injury. The date of injury was 2/20/84, but the claim was 
not received in the compensation office until April 2, 
1984, after the 30 day filing limit. 

Turn to page 32 to continue. 


From page 20 





No. Medical information, even if complete, would not 
settle the problem of where the claimant was when he 
sustained his injury. 

Return to page 20 and try again. 
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TASK BOOK 
CONTROVERSION 
SMITHERS CASE 
TASK 3 


Read pages 32 - 34 in the Resource Book in the section on 
Controversion. You might also want to review pages 26 - 
27 in the Resource. 


The claimant's supervisor has advised you that he has no 
record of the employee ever completing Form CA-1 until 
April 2, 1984 . He has given you the written statement on 
the following page. You have also requested and obtained 
a written statement from the claimant. 

Read these two statements on the two following pages and 
answer the questions on pages 38 - 40. 
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SMITHERS CASE 
TASK 3 


STATEMENT 


April 3, 1984 


TO: Mary Denton 

Injury Compensation Specialist 


This is in response to your telephone call requesting 
information on a claim submitted by John E. Smithers. 

Mr. Smithers requested a CA-1 form from me yesterday and 
gave it back to me to sign on the same day April 2 , 1984 . 
This is the only time this employee requested a claim form 
for the dog bite he told me he received back in February. 

Ray Jones - 

Supervisor, Delivery 
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TASK BOOK 
COHTROfERSION 
8MITHERS CASE 
TASK 3 


STATEMENT 

April 3/ 1984 


TOi Mary Denton 

Injury Compensation Specialist 


I submitted a CA-1 to my supervisor on 2/20 when I left at 
12*30 p.m. The supervisor did not give me a receipt for 
the CA-1. I did not know X was supposed to get one. 


John E. Smithers 


- 37 - 


i. nu v Uji< t> i (JN 
SMITHERS CASE 
TASK 3 


You have decided to controvert the claim. 


Select the statement below that best describes your basis for 
controverting this claim. After choosing your answer, turn to 
the page indicated to check your answer. 


a. The injury was not reported on an approved form within 30 
days of the injury. Turn to page 44, Box 4. 


b. The injury occurred off the employing agency's premises and 
the employee was not involved in official "off premises" 
duties. Turn to page 42, Box 1. 


c. The injury was caused by the employee's willful 
misconduct. Turn to page 50, Box 3. 


d. Causal relationship has not been established. Turn to 
page 43, Box 3. 
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TASK BOOK 
CONTROVERSION 
SMITHERS CASE 
TASK 4 


Indicate whether or not you would terminate COP and your 
rationale for that decision by selecting the best answer from 
the choices below. Then turn to the page indicated. 


a. You would not terminate COP because the employee went to 
the hospital and there are probably medical bills that have 
to be paid. Turn to page 43 , Box I. 


b. You would terminate COP because the injury did not occur 
during the performance of duty. Turn to page 44, Box 3. 


c. You would terminate COP because a claim not being timely 

filed is one of the reasons you can legally terminate COP. 
Turn to page 50, Box 1. 


d. 


You will terminate COP because there 
that the injury ever occurred. Turn 


is no medical evidence 
to page 42, Box 4. 


-39 



CONTROVERSION 
SMITHERS CASE 
TASK 5 


Circle the letter of the item below you would not enclose as 
documentation in your controversion package to OWCP for this 
case. Then turn to the page given at the end of your selection 
to check your answer. 


a. The claimant's written statement. Turn to page 43, Box 4. 


b. The supervisor's written statement. Turn to page 50, Box 2. 


c. The CA-1 form. Turn to page 44, Box 2. 


d. A medical report. Turn to page 63, Box 4. 
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From page 29 


(jot correct. There is a basic issue in this case 
to page 29 for another try. 


Return 




From page 19 




Not really. Although there may be witnesses, the best 
source of finding them would be through the claimant. 

Return to page 19 and make another selection. 



From page 21 


Correct. For the conflict in medical information, again 
the employee would be the best source. The conflict 
etween the employee’s statement and the dispensary report 
* s ° y ious * If the claimant is asked to describe in 
detail exactly how the injury occurred, he may have a 
that connects the wrist and leg injuries. 
or j!! e d ° k not ka ? w at th ! s , point whether he has used, 

ohvsirian g +° !? er facilities, such as a private 

be£n Ue'beat Turn t0 ^ 25 t0 



From page 32 


supervisor (choice "b") to wrify Sa d t , 

was first submitted by the cSmL^L the Cl f Xm £orm 
the supervisor remembers J° the supervisor. If 

him within the 30 day time g £ Ving the CA_1 t0 

in fact, lose it then Jhf p ? * od and the supervisor did, 
responsibi lity , But^there haS fnlfillei hi = 

take. 1S adso one other step you must 

the other step. 
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This is not true. The employee was involved in official duties, 
even though off premises. 

Return to page 38 to make another selection. 


Prom page 29 



It is true that the injury occurred off the agency's premises, 
but since it was in the performance of duty (delivering mail) it 
is clearly covered. 

Return to page 29 and select another answer. 



From page 32 


correct. aotn o ana c are necessary. it is important to con- 
tact the claimant's supervisor ( "b" ) to verify the date the claim 
form was first submitted to the supervisor. If the supervisor 
remembers the claimant gave the CA-1 to him within the 30 day 
time period and the supervisor did, in fact, lose it, then the 
claimant has fulfilled his responsibility. But there is also 
another step you must take. You must contact the claimant ("c") 
to ask him to produce his receipt for the CA-1 that he says he 
submitted to his supervisor. If he can produce it, this will 
substantiate his claim and he will have fulfilled his 
responsibility, even if the supervisor subsequently lost the 
original form. Now go to page 35. 




You have not reached the point of considering medical evidence 
yet, so choice "d." - "no medical evidence that the injury ever 
occurred" is not correct. 

Return to page 39 and make another selection. 
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From page 39 



You want to contact the claimant (choice "c") to ask him 
to produce his receipt for the CA-1 that he says he 
submitted to his supervisor. If he can produce the 
receipt this will substantiate his claim and he will have 
fulfilled his responsibility, even if the supervisor 
subsequently lost the original form. However, there is 
one other thing you should do. 

Return to page 32, examine the case and select another 
alternative. 



From page 40 



No. In this case the claimant's written statement is a 
necessary part of the claim, since it is the claimant's 
explanation of the lack of timeliness. 

Return to page 40 and select another answer. 
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Choice "c" is correct. You want to contact the claimant 
to ask him to produce his receipt for the CA-i that he 
says he submitted to his supervisor. If he can produce 
the receipt he will have fulfilled his responsibility, 
even if the supervisor subsequently lost the original 
form. There is one other thing you should do. However, 
choice a, contacting the claimant's supervisor is not a 
necessary step. If the supervisor does not remember that 
the claimant gave him the form, he certainly will not 
remember any witnesses. Return to page 32 and make 
another selection. 


Prom page 40 



Prom page 39 



Not so. The injury did occur during the performance of 
duty - delivering mail. 

Return to page 39 and try again. 


Prom page 38 



Correct. The basis for controverting this claim is the 
injury was not reported on an approved form within 30 days 
of the injury. 

Now turn to page 39 for the next task. 
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MURPHY CASE 


First, read pages 21 - 25 in the Resource Book. 


Then review the CA-1 and medical report which follow on pages 
46 - 48 to determine if this case should be controverted and 
answer the questions on page 49. 



U.S. DEPARTMENT OF LABOR 
EMPLOYMENT STANDARDS ADMINISTRATION 
OFFICE OF WORKERS' COMPENSATION PROGRAMS 


6. Employee's Homo Mailing Address (No.. street, city , state, rip code } 

o ''j.o . LUa l tit Kiii . c 


FEDERAL EMPLOYEE'S NOTICE OF T RAUMATIC INJURY 
AND CLAIM FOR CONTINUATION OF PAY/COMPENSATION 


2. Oate of Birth 3. Qj-Msle 4, Social Security Number 

/ - fO " ** £ [H Female 1 MM- ( //-u ^ 


6. Home Telephone (f df 
Area Code: Mj / y 
Number: 





B. Place Where Injury Occurred (e.g., 2nd floor, Main Post Office 
Bldg.. 12th 4 Pine) 

A5/ AU/M 


11. Dependent, , — , ( 12. Employee * 

Wife/Husband U 

Children Under 18 Years Old O 


14, Nature of Injury (identify the pert of the body injured , e.g., 
fractured left feg, etc.) „ 

,4/J/c^ /M/ 6/u(- 

/tV^.k'et AZ'/- £ T/tlMt' 
0<£<CUC' 


IB. If This Notice Bnd Claim Wes Not Filed With The Employing Agency Within 2 Working Days After The Injury, Explain The Reason 
For The Delay. 


10. Date of This Notice 
(mo., do/, year j 

/-j.c-yz 


13. (Jause of Injury (Descnbe how and why the injury occurred) 

c/l/ilxitr QcOu/ l r.iZ/vc c cpl - 


/4ix- /T/MUX/l. llllM- 

c /;( <?■'■/' 


16. I certify that the Injury described above was sustained In performance of duty as an employee of the United States Government and that 
It was not caused by my willful misconduct, Intent to Injure myself or another person, nor by my Intoxication. I hereby claim medical 
treatment, If needed, and the following, as checked below, while disabled for work. 


(ZJ/a. Sick and/or annual leave 
Ld b, Continuation of regular i 


b, Continuation of regular pay not to exceed 45 days and compensation for wage loss If disability for work continues beyond 45 
days (If my claim 16 denied, I understand that the continuation of my regular pay shell be charged to sick or annual leave, or 
be doomed an overpayment within the meaning of 5 DSC 6584).' 


An m 


xiui / 

Signature of Employee or Person Actfntf/on His/Her Behalf 


1 7. Statement of Witness (Describe whet you saw, heard or know about this injury) 


IB, Witness* Signature 

19. Witness' Address 

20. Date Signed 



(mo., day, year) 


- 46 - 


Form CA-l 
Rev. Nov. 1074 
















OFFICIAL SUPERIOR'S REPORT OF TRAUMATIC INJURY 


21. Department or Aodnty 


4. Kfe 





S M £?) (j) (jD(7) 


30. If Pay Hat Been Tarmlnited, 
Give Date 
(too., day, year) 


27. Date and Hour of Injury 28. Date Reporting Office 

(mo„ day, year) R eceived Notice of Injury 

am /%&$ 


31. 46 Day Period Begins 32, Pay Rate When Employee 33. Date and Hour Employee Returned 
(mo„ day, year) Stopped Work , to Work 

tOj(\ Br 


36. Was Employee I n Performance of Duty At The Time of Injury? [JJ/ei, Q No. If No, Furnish A Detailed Explanation Or A Copy 
of Employing Agency's Investigation Report. \J 



37. m% Injury Caused By Third Pa 



o. If Yes, Furnish Name and Address of Party Responsible 


38. Data Employee Rrst Obtained I 39. Nam. and Address of Physician Flm Providing Madlpl C>r. 40. telMU ' 

Medical Cara for The Injury / wZ? 

(mo., day, year) , s 




41. Does Y«ur Knowledge of The Facti About This Injury Agree With The Statements of The Employee And/Or Witness? 
|7T/Y« Q No. If No, Furnish A Detailed Explanation. 


42. Does The Employing Agency Controvert Continuation of Pay? D Ym I-J No ‘ lf Ful1 Explsnr,lon For Bwl * 0< 

Controversion (See Item 6 of Instruction Sheet). Attach Additional Sheets If More Space Is Needed. 


44, Title and Office Phone Nu 



1 45. Date (mo., dty, y—r) 

/A ' 


WJm 








TASK BOOK 
CONTROVERSION 
MURPHY CASE 


LOYOLA HOSPITAL 
Emergency Room Report 


This 34 year old male was treated for laceration of the mouth 
on 1/25/84. X-rays of the teeth revealed a loosening and 
displacement of the 2 top incisors on the left. Patient was 
seen by the orthodontist, who administered sodium and salt 
solution for rinse over gums. Patient is to continue using 
sodium and salt water until loosening of the incisors resolves. 


TURN TO THE NEXT PAGE. 
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TASK BOOK 
CONTROVERSION 
MURPHY CASE 


Which of the following statements describes the appropriate 
course of action. After selecting your answer, turn to the 
page indicated next to the answer. 


a. Do not controvert the case because the fight was due to 
a matter relating to work. Turn to page 79, Box 1. 

b. Interview both parties involved in the fight to clearly 
establish that the fight was really over a work matter. 
Turn to page 63, Box 3. 

c. Do not controvert the case since there was no time 
loss. Turn to page 50, Box 4. 

d. Controvert the case because the medical report does not 
establish the job relatedness of the injury. Turn to 
page 80, Box 2. 


- 49 - 



From page 39 


You are correct. You would terminate COP because a claim 
filed later than 30 days after injury is npt timely filed 
and is one of the reasons you can legally terminate COP. 

Turn to page 40 for the next task. 



No. The supervisor's written statement is an essential 
part of the evidence for controversion. 

Return to page 40 and try again. 



From pace 38 



This is not true. There is no evidence that the injury 
was caused by the employee's willful misconduct. 

Return to page 38 and select a different answer. 



No. The fact that there is no time loss is not relevant, 
There are medical costs involved. 

Return to page 49 and make another selection. 
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TASK BOOK 
CONTROVERSION 
JONES CASE 


First read pages 27 (paragraph 2.) - 31 in the Resource Book. 

Then review the case material for Brandon E. Jones on 
pages 52 - 56. 

Then turn to page 57 to answer the questions. 
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U.S. DEPARTMENT OF LABOR 
EMPLOYMENT STANDARDS ADMINISTRATION 
OFFICE OF WORKERS' COMPENSATION PROGRAMS 


t. Nam* of Injured Employ** ILttt, flat, middle) 


FEDERAL EMPLOYEE'6 NOTICE OF T RAUMATIC INJURY 
AND CLAIM FOR CONTINUATION OF FAY/COMPENSATION 

- « - sas " 1 " ' 

2. Date of Birth 


JorvsSi 


Aon 




7. Name and Uddretsof Employing Agency . J 


Up 






0. Date and Hour of Injury 10, Date of This Notice 

) Prm I (mo., #*y,l y*ir) 

n 


13, C»u» of Injury {Detcrlbe how and why the Injury occurred ) 

TTia>*5 \^ n 

cW>n 

(|KC^ UJVfihch flT'A'hVt ^\do^ ^ 
^ * 


lj\(£ I <4^ 


6. Home Telephone , 

Area Code: 

Numbor: <4.$X'(2-^0 


8. Place Where Injury Occurred 2nd door, Mein Port Office 
Bldg., 12th & Pint) 

T F K 


1 1 ♦ Dependents _ 12. Employ ee's 

Wlfe/Huibend UJ q Occupation 

Children Under 18 Year* Old □ rf(PeH‘ 


14. Nature of Injury (Identify the part of the body Injured, ej., 
frectu red left leg , etc.) 

UJ> 


IB. If This Notice and Claim Wi« Not Filed With The Employing Agency Within 2 Working Day* Aftar The Injury, Explain The Reason 
For The Daley, 


16. 1 certify that the Injury described above wit sustained In performance of duty as an employee of the United State $ Government and that 
It wet not caused by my willful misconduct, Intent to Injure myself or another person, nor by my Intoxication. I hereby claim medical 
treatment, If needed, end the following, ei checked below, while disabled for work: 

C a. Sick end/or annual leave 

Q^bTcontlnuetlon of regular pay not to exceed 46 days and compensation for wage loss If disability for work continue* beyond 45 
days (If my claim Is denied, I understand that the continuation of my regular pay shall be charged to tick or annual leave, or 
be deemed an overpayment within the meaning of 6 USC B584).’ 


Signature of employee or Person Aeting on Hls/Her Behalf 


17. Statement of Witness (Describe what you saw, heard or know about this Injury) 


18, Witness' Signature 


19. Witness 1 Address 


20. Date Signed 
(rrto„ day , year) 
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OFFICIAL SUPERIOR'S REPORT OF TRAUMATIC INJURY 


21. Department or Agency 

A A iN 




rce 



28. Date Reporting Office 
Received Notice of Injury 
( mo., day, yebr) 

^hfs- 3 



(mo,* day, year} 

nh/fS 


1 f 

32, Pay Rate When Employee 

33. Date and Hour Employee Returned 1 

Stopped Work 

to Work 

(mo., day, year) ^ 

□ AM 

$ per 


□ pm 


26. Circle Days Paid Per Week 

s 6 


30. If Pay Has Been Terminated, 
Give Date 
(mo., day, year } 


Injury 

<fh y . ~Bct y 


3B. Was Employee In Performance of Duty At The Time of Injury? [jT^pYes, | | No, If No, Furnish A Detailed Explanation Or A Copy 
of Employing Agency's Investigation Report. 


36. Was Injury Caused By WWfat Misconduct, Intoxication or Intent To Injure Self or Another? 
CD Yes Q^No, If Yes, Furnish Detailed Report. 

y 


37. Wes Injury Caused By Third Party? Q Yes [tyNo. If Yes, Furnish Name and Address of Party Responsible. 


38. Date Employee First Obtained 39. Name and Address of Physician First Providing Medical Care 40. Do Medical Reports Show 
Medical Cere for The Injury /jy P- IaJ / Jb /n rt S I Employee Is Disabled For 

tmo » d d-y~> jl/o iufljA,n{76s-> Work7 ' 

/Jt/Z fo IK, l/'X-' -*_V7/o 


7/9 13 


41, Does Ypw<Rnowledge of The Faots About This Injury Agree With The Statements of The Employee And/Or Witness? 
B 7 68 CD No. If No, Furnish A Detailed Explanation. 


42. Does The Employing Agency Controvert Continuation of Pay? I I Yes [ I No. If Yes, Give Full Explanation For Basis of 
Controversion (See Item 6 of Instruction Sheet). Attach Additional Sheets If More Space Is Needed, 


43, Signature of Supervisor 

C ^ ^ 


44/Tltle and Office Phone^Number 

f - ^ 

S $ L? *7 ^ ~7 


45, Date (mn„ day, year) 

7 h( 













US. DEPARTMENT OF LABOR 
Employment Standards Administration 
Office of Workers' Compensation Programs 10WCP> 


REQUEST FOR EXAMINATION AND/OR TREATMENT 


_ PART A - AUTHORIZATION 

NAME AND ADDRESS OF THE MEDICAL FACILITY OR PHYSICIAN AUTHORIZED TO PROVIDE THE MEDICAL SERVICE 


. 1. NAME AND AD D R ESS OF THE MEDICAL FAC 

\V > W v<a i’ 1 "' a v >- ' ^ 

Mo a UJ-: 2 1 2 f0 

2. EMPLOYEE’S NAME (Last, first, middle) 

"iW^Jon 6 - 


3. DATE OF INJURY 4 OCCUPATION 

(mo., day, year) i~\ - 


~>/%k 3 M 


p, ^r. her 


5. DESCRIPTION OF INJURY OR DISEASE 




>u lO 


6 YOU ARE , 


mORIZED TO PROVIDE MEDICAL CARE FOR THE EMPLOYEE SUBJECT TO THE FOLLOWING CONDITIONS- 


[j Jr A- FURNISH OFFICE AND/OR HOSPITAL T RE ATMENT AS NECESSARY FOR THE EFFECTS OF THIS INJURY. ANY 
SURGERY, OTHER THAN EMERGENCY, MUST HAVE PRIOR OWCP APPROVAL 

P] B - THERE IS DOUBT WHETHER THE EMPLOYEE'S CONDITION IS CA USED B Y A N I N JU RY SUSTAINED IN THE PER- 

FORMANCE OF DUTY OR IS OTHERWISE RELATED TO HIS EMPLOYMENT. YOU ARE AUTHORIZED TO EXAMINE 
THE EMPLOYEE, USING INDICATED NON-SURGICAL DIAGNOSTIC STUDIES, AND PROMPTLY ADVISE THE UNDER- 
SIGNED WHETHER YOU BELIEVE THE CONDITION IS DUE TO THE ALLEGED INJURY OR TO ANY CIRCUMSTANCE 
OF THE EMPLOYMENT. PENDING FURTHER ADVICE, YOU MAY PROVIDE NECESSARY CONSERVATIVE TREAT- 
MENT IF YOU BELIEVE THE CONDITION MAY BE DUE TO THE INJURY OR TO THE EMPLOYMENT, 


7. IF A DISEASE OR ILLNESS IS INVOLVED, OWCP APPROVAL FOR ISSUI NG AUTHORIZATION UNDER ITEM 6B ABOVE, WAS 
OBTAINED FROM 

(Name of OWCP official) 

"ITsiGNATU RE OF AUTHORIZING "oFF ICl A L (Sign all copies) I 9 TITLE 


ik 1u„ 






f 7 & \[ 1/ 


10. LOCAL EMPLOYING AGENCY TELEPHONE NUMBER 11, DATE (mo., day, year)^ 


y) y?6- b 


' 12, SEND ONE COPY OF YOUR REPORT TO (Fill in addraii) 13 NAME AND ADDRESS OF EMPLOYEE'S PLACE OF 

EMPLOYMENT. 


U. S. DEPARTMENT OF LABOR 
Employment Standards Administration 
Office of Workers’ Compensation Programs 


Dept or Agency 


Bu reau or Office 

Local Address 
(I ncludlng Zip C 


V 1^/j' J-) 




3 


FORM CA— 16 
IREV. DEC 19741 
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NAME (Print or tvp 4 —La,it % ^£jrtt, Ml ddlt /ndlafl 

Arasu/cn t. . 

identification no.. . 

ORGAN* ZATIONAL'UN IT >9 s J s'' \ 

//S'! x^^cv e' '\k~y 

FROM (Mo , Day, Hr A 

7 / v/ J 

/ / t-7 / > <-s p.m. 

TO (Mo /Dct, Hr ) 

/{ U’^t O'* ' ^ i> p.m. 

NO. OF 
HOURS 

TYPE j^\ ANNUAL— » J, I understand that any annual leave^uthof'i&d In excess of the amount available to 
OP me during the leave >ear will be charged to LVYOP7 ^-FT SICK— Complete other side of this form, 

LEAVE Q WITHOUT PAY Q COMPENSATORY \Q*mER (Specify) £* ( ) j' 7 ./ 

REMARKS SIGNATURE OF EMPLOYEE 

DATE^-7 J y 

7 / 9 /* ± 


INSTRUCTIONS: Complete above part of form. If applying for sick leave, check appropriate bo* op back (pd'p) of form. U you were under care of a doctor, be 


should complete “CERTIFICATE OF PHYSICIAN OR PRACTITIONER" also on back 

OFFICIAL ACTION ON APPLICATION 


□ APPROVED 


□ 


DISAPPROVED (If dttapproMd, Qiei reason) 


SIGNATURE AND DATE 


STANDARD FORM 71 
Revised November 1063 


71-106 


APPLICATION FOR LEAVE 


u.s. am sima: commission 
fp* ur fi_ m-t 


EMPLOYEE 

<// 

apply ing 
for tick 
leave) 

IS” dm'" □ ssr 1 

UNDERGOING MEDICAL. DENTAL, 

[— 1 OR OPTICAL EXAMINATION OR 
>— 1 TREATMENT 

rn REQUIRED TO CARE FOR A MEMBER OF MY FAMILY WITH A CONTAGIOUS (— > REQUIRED TO QE ABSENT BECAUSE OF EXPOSURE TO CONTAGIOUS 

( 1 disease [Glee name and relationship of mtinhtr of /amdy, and /wmr 1 — 1 DISEASE (Girr name of disease and circumstances of exposure) 

of dr ven «i 

CERTIFICATE 

OF 

PHYSICIAN 

OR 

PRACTI- 

TIONER 

NAME^or EMPLOYEE __ 

•/ \ S’/? /"tub s'! ■ Iop^ ^ 

PERIOD 

UNDER 

PROFES* 

SIGNAL 

CARE 

FROM ( Vo* Day, vY ear] 

7/ -> 

POSITION OCCUPIED 

/..PcHUt' C 

TO (Mo , Day, Year) 

fy/f? * /u t' ^ 7 

REMARKS ' / . U 

TBE EMPLOYEE NAMED WAS UNDER MY PROFESSIONAL CARE DURING TUE PERIOD STATED ABOVE. From the 
medical standpoint, his condition during this period was such that I considered it Inadvisable for him to report to work. / j 

=t«»»Ti.BP h) uLlt-pl Ujll^L OATE ipLp. 

us GOVtaMMiHt Mintino orrfci it** o— 
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TASK BOOK 
CONTROVERSION 
JONES CASE 


July 8, 1983 


Office of Workers' Compensation 
666 11th Street, N.W. 

Washington, D.D. 20211 


RE: Jones, Brandon E. 


Dear Sir: 

The above patient was first examined by me on 
6/24/83. The patient's chief complaint was that of 
painful movement concerning the right arm particularly 
in the elbow area. 

The patient was instructed on certain excercises, 
given a prescription for pain, and advised to return 
in 2 weeks. 


Sincerely 



William Harris, M. D. 


TURN TO THE NEXT PAGE. 



TASK BOOK 
CONTROVERSION 
JONES CASE 


Select the most basic medical question that needs to be 
resolved. Then turn to the page after your answer. 

a. You need a medical report of the treatment of the 
7/8 injury. The certificate of the physician 

does not have adequate information about this. Turn to 
page 80, Box 1. 

b. Did the 7/8 injury contribute to the current disability? 
Turn to page 63, Box 2. 

c. What work limitations, if any, have been imposed on the 
claimant? Turn to page 79, Box 4. 
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TASK BOOK 
CONTROVERSION 
JOHN CASE 


You have already read the resource material needed to resolve 
this case. If you wish to refresh your memory, consult pages 
21 - 31 in the Resource Book. 


Review the following CA-1 and medical report on pages 59 - 61 
to determine if this case should be controverted. Then turn to 
page 62 to do the task. 
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U.S. DEPARTMENT OF LABOR 
EMPLOYMENT STANDARDS ADMINISTRATION 
OFFICE OF WORKERS' COMPENSATION PROGRAMS 


of lnjur»d Employ** flnt, mlddlt) 


Wm 


SL, 


Employee's Home Mailing Address (Na~ strut, city, state, zip code) 

kJ. /k^Mu^nu 


FEDERAL EMPLOYEE'S NOTICE OF TRAUMATIC INJURY 
AND CLAIM FOR CONTINUATION OF FAY/COMPENSATION 


2. Date of Birth 


£■//// So 




13. Causa of Injury i Dascrli * how and why the injury occurred) 

(lihbutCi (YKxd) yuuJLo 


6. Home Telephone 
Area Code: A ) Ad 
Number: /fi 



8, Place Where Injury Occurred (a.g, f 2nd door , Main Post Office 
Bldg., 12th A Pina) 

'StZ&u 


a 

10. DiUOfTHIrrfolIc* 

1 1 , Dependents 

Wlfe/Husbend 

& 

mmll 

Children Under 18 Years Old 



14. Nature of Injury (identify the part of the tody injured , e.g t , 
fractured fa ft teg , e tcj 


ku^b (juuJL* 


IB. I f ThU Notka and Claim Wa* Not Filed With Tha Employing Aganey Within 2 Working Day* A fur Tha Injury, Explain Tha Raaaon 

'"’“"V ana fiujt: %ull. mi/L 

U 

16. 1 certify that the Injury described above wei sustained In performance of duty as an employee of the United States Government and that 
It wet not ceased by my willful misconduct. Intent to Injure myself or another person, nor by my Intoxication* I hereby claim medico! 
treatment, If needed, and the following, as checked below, while disabled for worJ<: 

D a, Sick end/or annual leave 

b * Continuation of regular pay not to exceed 46 deyi and compensation for wsqs loss If disability for work continual beyond 46 
days (If my cfolm Is denied, I understand that the continuation of my regular pay shall be charged to sick or annual leave, or 
be deemed an overpayment within the meaning of 6 USC 6684) /s 


Signature of EmptfywyJr Person Acting on Hls/Her Behalf 


17, Statement of Witness (Describe what you sew, heard or know about this Injury) 


t8. Witness’ Signature 


19. Witness' Address 


20, Dele Signed 
fWto., day, year) 










OFFICIAL SUPERIOR'S REPORT OF TRAUMATIC INJURY 


21. Department o/Apency ^ 

CIS. Ptofcll skutLPxLv 

22. Bureau or Office 

23. Name and Address of Reportl/u 

l3lk) (jD. C 


WmmwMmimMMmi 

24. Regular Work Day 

\ >1 / \ □ AM 

0O9ln O' pM e 

E-AM 

nds f2'$u»* 

USH 


27. Date and Hour of Injury 
(mo., day, year) 

28. Dote Reporting Office 
Received Notice of Injury 

29. Date and Hour Stopped 

Work 

30. If Fay Has Been Terminated, 
Give Data 


(mo., day, year) 


□ PM 


(mo., dpy, yeafl , 


(mo., flay, yfarfl, 

AL 


(mo., day, year I 


31. 4B Day Period Begins 
(mo., day, year) 


32. Pay Rat/whenl 

2 - 

-mployee 

33. Date and Hour Employee Returned | 

Stopped Work 


to Work 

□ AM 

□ pm 

ZZoA 

(At- 

(mo., day, year) 

L. 7 IT .... 



34. Name of Supervisor At Time of 
jury 



■Axj 


of Employing Agency's Investigation Report. 


36. Was Injury Caused By Willful Misconduct, Intoxication or Intent To Injure Self or Another? 
Gki □ No. if Yes, Furnish Detailed Report. uunub 




37, Was Injury Caused By Third Party? □ Yes If Yes, Furnish Name end Address of Party Responsible. 


38. Date Employee First Obtained 
MedlCwl Care for The Injury 
(mo., day, year) 


39. Watrie and Addnrcrtif Ph- Ician F|m Proving Medical Cjjre 



J 40. Do Medical Reports Show 
Employee Is Disabled For 
Work? 


’S □ 


No 


41, Dow Your Knowledge of The Facts About This Injury Agree With The Stetwnentsqf The Employee And/Or Witness? a / 

Y„ J 3 IJ 0 . If No^Furnlsh A Detailed Eaptonatlon.^^^ YjJuU ' 

(Jjlo ftuMu^Uj (MaJZ 


42. Does The Employing Agency Controvert Continuation of Pay? fl Yes f~1 No. If Ye«, Give Full Explanation For Basle of 
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TASK BOOK 
CONTROVERSION 
JOHN CASE 


OAK PARK HOSPITAL 
Emergency Room Report 


This 44 year old female was seen in the emergency room for 
acute low back pain. Patient states that she hurt her back 
lifting a mail sack. Patient lumbar spine X-rays were negative 
for fix. EKG revealed normal readings, eye, ear, nose and head 
exam was normal. Blood pressure was 100/90, chest was clear. 
Examination of the lumbar spine revealed acute muscle spasm 
upon rest. Patient's blood analysis revealed .189 level of 
alcohol concentration in the blood. Legal point of 
intoxication is 0.10. 

Patient was given a prescription for muscle relaxants and pain 
medications, and advised to go home for bed rest 1 week and 
return for exam. Patient advised to refrain from taking 
medication until 8 hours have elapsed. Patient left emergency 
room accompanied by her husband. 


Jose Hernandez, M.D. 


GO ON TO NEXT PAGE. 
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TASK BOOK 
CONTROVERSION 
JOHN CASE 


Circle the letter of the answer which represents the best 
course of action to now take. Then turn to the page listed 
next to the answer you select. 


a. The claim is to be controverted because the claimant was 
legally intoxicated and would not have been able to 
maintain her balance. Turn to page 80, Box 3. 


b. The compensation specialist should get additional 

clarification from the attending doctor on how intoxication 
may have contributed to her accident. Turn to page 79, 

Box 3 . 


c. The claim cannot be controverted because the intoxication 
did not cause the injury. Turn to page 63, Box 1. 


- 62 - 



From page 62 


Correct. The best answer is c. This case is not 
controvertible even though claimant was acutely intoxicated 
since it did not cause the injury. 

Turn to page 64 to begin a new case. 


From page 57 


Correct. The most basic question is "did the 7/8 injury 
contribute to the current disability?" (If even a part of 
the current disability was caused by the work injury it is 
compensable. ) 

Turn to page 58 to begin the next case. 


From page 49 


No. It is not necessary to interview both parties in this 
case because the supervisor's description clearly indicated 
it was a work related incident. 

Return to page 49 and make another selection. 


From page 40 


Correct. A medical report would not provide any information 
on the basis on which you are controverting this case, 
namely that it is not timely filed. 

Turn to page 45 to begin a new case. 


- 63 - 



TASK BOOK 
CONTROVERSION 
BASS CASE 
TASK 1 


Review the Resource Book, pages 11 - 13 if you need to. 
return to this page for instructions. 


Review the CA-1 submitted by Roger C. Bass on pages 65 
answer the questions on page 67. 


o 


Then 


66 and 
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FEDERAL EMPLOYEE'S NOTICE OF 1 RAUMATIC INJURY 
AND CLAIM FOR CONTINUATION OF PAY/COMPENSATION 


2. Date of Birth 

a- i - -50 


3. f^Male 4. Social Security Number 

0 Female D/7* ^ ' 7 7 


5. Employee's Homo Mailing Address /No., street , city, state, rip code ) 6 . Home Telephone 

lf6 7\e.n-h Ro&d Area Code 3 o( 

"‘pi Ke* s f j \ LU , fh e r y ^ r ' I Lg I ? G f/ Number: C&O? - 5/^7 

7, Name and Address Of Employing Agency 8 Place Where Injury Occurred (e.g„ 2nd floor. Main Post Off lei 

U S PtSi OffJot Bldg., 12th & Pine) 

n ,5ficj.T Dp«<'' l "' c i TS-e.l-1 * 3rd i_oc-<lC floe*" 

'SfrLTI iH o C ? p bo 103 Prci-H SfrfcU 

9. Date and Hour of Injury 1 10. Date of This Notfco 1 1. Dependents ~ 12. Employee's 

(mo., day , year} [*Q AM (mo., day , year) Wlfa/Husband LJ Occupation 

2l 6,1 82 7 JO Ppm S3 Children Under 18 Years Old D lHfti I ha.n<U-e. 

1 3. Cause of Injury /Cterfc/vde /tow and why fhe myu/y occurred/ 14. Nature of Injury (Identify the part of the body Injured , e,g, 

fractured left leg, ate,) 

UaJ-c Leaning {rYUj<>fd, +*> loosen 

. , a . . 'iJriMS^cL r I <\kx Krum— 

y^mmitl n><xU cm Oirn ucyor Jjx.1 J 

X h.t r» w V,^+ Khul -t/uL 

rn<L+cJ cross tnxr tnrao^ 


U.S. DEPARTMENT OF LABOR 
EMPLOYMENT STANDARDS ADMINISTRATION 
OFFICE OF WORKERS' COMPENSATION PROGRAMS 
1. Name of Injurod Employee (Last, first, middle ) 

3 ass fw.cr C 


16. If This Notice and Claim Was Not Filed With The Employing Agency Within 2 Working Days After The Injury, Explain The Reason 
For The Delay. 


8 Place Where Injury Occurred (e.g„ 2nd floor , Main Post Office 

Bldg., 12th & Pine) 

Dp«r..r>c 1 '£>-e.l-l * 3rd l_OCY 

tfloctf' 

Preurt ShntU ?o^-\ Cffica- 

1 1. Dependents 

Wlfa/Husband LJ 

12. Employee's 

Occupation 

Children Under 18 Years Old 0 


I 14. Nature of Injury (Identify the part of the body Injured, e,g„ 

fractured left leg, ate,) 


3ru r/cjLt Kojuj— . 



16. I certify that the injury described above was sustained in performance of duty as an employee of the United States Government and that 
it was not caused by my willful misconduct, Intent to injure myself or another person, nor by my Intoxication, I hereby claim medical 
treatment, if needed, and the following, as chocked below, wldlo disabled for work: 

(HI 0 . Sick and/or annual leave 

0^ b. Continuation of regular pay not to exceed 45 days and compensation for wage loss If disability for work continues beyond 45 
days (If my claim is denied, I understand that the continuation of my regular pay shall bo charged to sick or annual leave, or 
be doomed an overpayment within the meaning of 5 USC 5584). 

,^o c\ d 6 

Signature of Employee or Person Acting on Hls/Her Behalf 

1 7. Statement of Witness (Describe what you saw, hoard or know about th/s Injury) 


18. Witness' Signature 

19. Witness' Address 

20. Date Signed 



(mo„ day, year ) 
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Form CA-i 
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OFFICIAL SUPERIOR'S REPORT OF TRAUMATIC INJURY 


21. Department or Agency 


22 . Bureau or Office 


U 5 5* r v i 


■<XXL Vosi 


23. Name and Address of Reporting Office (No., street, city, state, Zip Code ) 

1X%H Prcutt- 

'Bfrcrt ho . Vvd <b<?IO-3 


24. Regular Work Day 25. Number of Hours 26, Circle Days Paid Per Week 

[Jam (Ham 

Be » lns □ pm Ends 3 ’ct> 0 pm 


□ am 
3 ' CTO 0 PM 


Worked Per Day 

s 


(p (& Cf> ($P CC> F s 


27. Date and Hour of I njury 
(mo., day, year ) 

0 AM 

7'IODpm 


31 . 45 Day Period Begins 32. Pay Rate When Employee 33. Date and Hour Employee Returned 34. Name of Supervisor At Time of 
(mo., day, year) Stopped Work to Work Injury 

0 ^ {5 (nao., day, year) 0 AM 

$ — — per 41— c |//o/’ 63 f 3 o □ pm C t . Them <xs 


35. Was Employee I n Performance of Du ty At The Time of 1 njury7 Yes, Q No. I f No, F urnish A Detailed E xplanatlon Or A Copy 
of Employing Agency's Investigation Report. 



36. Was Injury Caused By Willful Misconduct, Intoxication or Intent To Injure Self or Another? 


Cl Ye* [ETno. If Yes f Furnish Detailed Report. 


37. Was Injury Caused By Third Party? Yes PQlNo. If Yes, Furnish Name and Addrese of Party Responsible. 


38. Date Employee First Obtained 39. Name and Address of Physician First Providing Medical Care 40. Do Medical Reports Show 
Medical Cere for The Injury o w Employee Is Disabled For 

(mo., day, year) Vin<U.rct T Work? 

i|6? 3<-o Sen Xoa d rq- f— 1 

^ 1 1 » | ^ 3 Cc ( (rt c\ , )1 D P - 1 O (a 2. *' 


41, Does Your Knowledge of The Facts About This Injury Agree With The Statements of The Employee And/Or Witness? 
| | Yes Fftlo. ^ No, Furr| M A Detailed Explanation. 

Jl L^cMa^tIcva cC -Kour c.ci'JLtL 

/fajuu tv\ inw ^ckxjl , 


42. Does The Employing Agency Controvert Continuation of Pay? fy-fYes Q No. If Yet, Give Full Explenatlon For Basil of 
Controversion (See Item 6 of Instruction Sheet). Attach Additional Sheets If More Space Is Needed. 


43. Signature of Supervisor 

d. £, Tf'or\o^>* 


44. Title and Office Phona Number 


3 unice rnona rjumDer $o I ~ 

t-A-tiA i u^ouSjo ytozy 


45. Date (mo„ day, year) 


< 1 / 7 / S3 
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TASK BOOK 
CONTROVERSION 
BASS CASE 
TASK 1 


The supervisor has indicated in box 41 that he disagrees with 
the employee's statement, but provides little information. 
State three requests or questions you might ask of the 
supervisor. Write the questions below. 


WHEN YOU HAVE WRITTEN YOUR QUESTIONS, TURN TO PAGE 68 FOR THE 
ANSWER. 
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END OP TASK MATERIAL 




TASK BOOK 
CONTROVERSION 
BASS CASE 
TASK 1 


Answer : 


Your request to Supervisor Thomas might contain any of the 
following points: 


a. Please clarify your statement "I don't understand how the 
employee could bump his knee on the metal cross bar brace." 

b. Please provide me with a detailed drawing of the conveyor 
belt. The diagram should be detailed, have labeled parts, 
and be easily understandable to the laymen. Please include 
any pertinent dimensions. 

c. Were any other employees working on the belt with Mr. Bass 
at the time of injury? If so, have them provide a 
statement as to whether or not they witnessed the injury. 

d. Was Mr. Bass' behavior or physical condition in any way 
different from the norm for the 40 minutes he worked prior 
to the injury? 


GO ON TO NEXT PAGE. 



TASK BOOK 
CONTROVERSION 
BASS CASE 
TASK 2 


Review the following statements you have received from 
Supervisor Thomas and witness Older and the diagram shown on 
page 72. Then complete the task on page 73. 
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TASK BOOK 
CONTROVERSION 
BASS CASE 
TASK 2 


William I. Garcon 

Injury Compensation Supervisor 

Pratt Street Post Office 

7284 Pratt Street 

Baltimore, MD. 6010ty. 

Below is my itemized response to the questions you raised in your 

9/8/83 memorandum: 

1) The metal cross bar brace on which Mr. Bass alleges he struck 
his knee runs parallel to the floor and 10 inches above it. 
This is the only metal cross bar brace on the conveyor belt. 
Since mailhandler Thomas is 5' 9" tall, it would be virtually 
impossible for him to strike his knee on the brace unless he 
was crouched down on both knees. To the contrary, Mr. Bass 
states he was leaning forward reaching across the machine to 
loosen jammed mail when he struck the knee. In this position 
it is impossible that he could strike the knee on the metal 
cross bar brace. 

2) Enclosed is a diagram of the opening belt conveyer. I have 
identified the metal cross bar brace, given you the location 
of the individuals involved and also shown the position of the 
jammed mail on the belt. 

3) Mailhandler Richard E. Older was approximately six feet away 
from Mr. Bass loading mail onto the belt. I have attached a 
copy of Mr Older' s statement. This is a relatively quiet 
piece of equipment and conversation at six feet is audible. 

4) I didn't notice anything unusual about Mr. Bass on the morning 
of injury. He showed none of the obvious signs of physical 
discomfort such as lumping. He was on duty for only 40 
minutes before the injury occurred. 

5) I am not aware of any other factors pertinent to the merit of 
this claim. Mr. Bass drives a motorcycle to work and does 
play basketball. 

6) Before I became a supervisor, I worked on the conveyer belt 
for eleven years. I know of no other employee ever injured in 
the manner described by Mr. Bass. 


C. E. Thomas 
Supervisor, Mails 
Pratt Street Post Office 

Attachments 
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TASK BOOK 
CONTROVERSION 
BASS CASE 
TASK 2 


TO: Supervisor C. E. Thomas 

Pratt Street Post Office 


On 9/6/83 at approximately 7:25 a.m. while working on #3 
opening conveyor belt, I noticed Roger was limping. I 
asked him what happened and he told me that he bumped his 
knee a few minutes ago. I did not hear him holler or ask 
for help when it happened. This is all I know. 


Richard E. Older 
Mailhandler 
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TASK BOOK 
CONTROVERSION 
BASS CASE 
TASK 2 


After reviewing the documents you have decided you need to ask 
the claimant some specific questions. You might wish to review 
the resource material on pages 11 - 13 of the Resource Book. 


In the space below, write out at least four questions you would 
ask the claimant. 


WHEN YOU HAVE FINISHED, TURN TO PAGE 74 TO CHECK YOUR ANSWERS. 



END OP TASK MATERIAL 




TASK BOOK 
CONTROVERSION 
BASS CASE 
TASK 2 


Answer : 


The questions you might ask the claimant would includes 

a. How did the injury occur? Give details. 

1. The corner bar brace is only 10" high. It appears that 
a man of your height would have had to slip or be in a 
squatting position to hit your knee. Are you sure you 
didn't slip? 

2. Did anything hit you from behind that would cause you to 
hit your knee? 

You should ask the claimant the following questions, since OWCP 
will ask them anyway. To not supply the answers could hold up 
action on the claim. 

b. Were there any persons who witnessed your injury or had 
immediate knowledge of it? 

c. What were the immediate effects of the injury and what did 
you do immediately thereafter? 

d. Was any other injury sustained, either on or off duty, 
between the date of injury and the date it was first 
reported to (a) your supervisor and (b) to a doctor? 

If so, describe: 

e. Did you have any similar disability or symptoms before the 
injury? If so, describe the prior condition. Give the 
names and addresses of the physicians who treated you and 
the approximate dates you were treated : 

f. Did you ever file a claim for workers' compensation 
benefits from any source? If so, give the date and nature 
of the injury, the name and address of the office where the 
claim was filed, and describe the benefits (if any) which 
you received. 


TURN THE PAGE FOR THE NEXT TASK. 
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TASK BOOK 
CONTROVERSION 
BASS CASE 
TASK 3 


Read the answers to your questions from the claimant on the 
following pages (76 and 77). 


- 75 - 



TASK BOOK 
CONTROVERSION 
BASS CASE 
TASK 3 


STATEMENT 


1. Describe in detail exactly how the injury occurred. 

A. I was working on the conveyor belt on September 6 r 

1983. When I leaned across to loosen some jammed mail, 

I hit my right knee on the metal cross bar brace. 

a. The corner bar brace is only 10" high. It appears that a 
man of your height would have had to slip or be in a 
squatting position to hit your knee. Are you sure you 
didn't slip? 

A. No, I didn't slip. I was stretching across the conveyor 
belt. When I took a slight step forward to reach across 
I hit my knee. 

b. Did anything hit you from behind that would cause you to 
hit your knee? 

A. Nothing hit me from behind. 

2. Give the names of any persons who witnessed your injury or 
had immediate knowledge of it, 

A. There were no witnesses who saw the accident. 

3. State the immediate effects of the injury and what you did 
immediately thereafter. 

A. My knee was hurting so bad, I told my supervisor I 
wanted to go to the doctor, so I went to my family 
doctor. He sent me home to put ice on my knee. 

4. Was any other injury sustained, either on or off duty, 
between the date of injury and the date it was first 
reported to (a) your supervisor and (b) to a doctor? 

If so, describe: 


A. No. 


(continued on next page) 
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TASK BOOK 
CONTROVERSION 
BASS CASE 
task 3 


Statement (continued) 


Did you have any similar disability or symptoms before the 
injury? if so, describe the prior condition. Give the 
names and addresses of the physicians who treated you and 
the approximate dates you were treated. 

A. No. 

Did you ever file a claim for workers' compensation 
benefits from any source? If so, give the date and nature 
of the injury, the name and address of the office where the 
claim was filed, and describe the benefits (if any) which 
you received. 


A. No. 


V 


C fc'Jt- ci a ^3—'' 

Roger C. Bass 


GO ON TO NEXT PAGE. 
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TASK BOOK 
CONTROVERSION 
BASS CASE 
TASK 3 


On the basis of the claimant's answers, you decide to 
controvert the case. With that in mind, answer question a and 
turn to the page indicated. 


a. Circle the number of the statement below which describes 
the grounds for controverting the case. 


1. Failure to establish fact of injury. Turn to page 
107, Box 1. 


2. The condition is an occupational disease. Turn to 
page 80, Box 4. 


3. The injury occurred off the employing agency's premises 
and the claimant was not involved in official duties. 
Turn to page 106, Box 3. 


4. The claim was not timely filed. Turn to page 79, Box 2. 


(If you need to review the grounds for controverting a 
claim, they are on pages 28 - 31 of the Resource Book. 


b. Would you terminate COP? (Refer to the rules for 

controverting COP on pages 26 - 27 in the Resource if you 
need to. ) 


1. Yes. Turn to page 169, Box 4. 

2. No. Turn to page 142, Box 2. 
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Prom page 4 9 


4 

Correct. This is the preferable course of action. This 
case is not controvertible due to the fact that the 
employee was involved in a fight over equipment at work. 
The fight arose out of the employment factors. 

Now turn to page 51 for the next case. 



From page 7 8 

No. There is no evidence that the claim was not timely 
filed. 

Return to page 78 for another choice. 



Prom page 62 


The Emergency Room report will not help because it is 
connected with the reported injury of lifting mail sacks. 

Return to page 62 and select again. 



From page 57 


No. Work limitations should be requested later. . 
However, until you resolve the question of whether the 
isability is job-related, it is not really relevant. 

Return to page 57 and try again. 



-79 



Prom page 57 





It is true that a complete medical report is needed and it 
must include what treatment was given for the 7/8 injury. 
However/ this is not the most basic question. ' 

Return to page 57 and select another answer. 


From page 4 9 



No. The description of the claimant, supervisor and 
medical report are consistent. The dates also match. 
There is no ground for questioning job relatedness. 

Now return to page 49 and try a different answer. 



Prom page 62 


No. Even though the claimant was acutely intoxicated, it 
did not cause the injury. The Emergency Room report is 
connected with the reported injury of lifting mail sacks. 


Return to page 62 and select a different answer. 





TASK BOOK 
CONTROVERSION 
ROBERTS CASE 
TASK 1 


If you need to, review the Resource Book pages 28 - 33. 


Review the CA-1 and CA-16 submitted on behalf of 
Sally A. Roberts on pages 82 - 85. Focus on what steps you 
would take with the case. After your review of those 
documents go on to page 86 which details next developments in 
the case. 
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U.S. DEPARTMENT OF LABOR 
EMPLOYMENT STANDARDS ADMINISTRATION 
OFFICE OF WORKERS' COMPENSATION PROGRAMS 
1. Name of Injured Employee {Last, first, middle) 


ft.otrtr+s, Scxllu A 


6. Employee's Home Mailing Address (No., street, city, state , ifp coda) 
7 II .Hou A-) Ct in 
CoCKe^sULlU, HD PM0 20 


FEDERAL EMPLOYEE'S NOTICE OF TRAUMATIC INJURY 
AND CLAIM FOR CONTINUATION OF PAY/COMPENSATION 


2, Date of Birth 3. Q Male 4, Social Security Number 

X' /I- $£? 0 Female • \*\'SMO 9 


6. HomeTelephone 
Area Code: cUl 
Number: Da?<£>0'&\ 


7. Name and Address of Employing Agency ; 

1C 5 Pp •i't c< L ^5*2 t V I C*. 

1 00 £ M 

8. Place Where Injury Occurred (e.g,, 2nd floor, Main Post Office 

Bldg., 12th & Pine ) 

£U<L UjcyK-flOCf- OjXf<X+lC>i- 

no 

9. Date and Hour of Injury 
(mo, t day, year) □ AM 

WISH 3'io q-pm 

10, Date of This Notice 
(mo„ day , year) 

0|a7|S4 

11. Dependents 1 — . 12, Employee's 

Wife/Husband 1 — 1 Occupation 

Children Under 18 Years Old CZ] H^»l 

13. Cause of Injury ( Describe how and why the injury occurred) 

|4<XV O S ^ (TtJ 5 V \ S CY 

Ot^A. 

rntL/ 

14. Nature of Injury (identify the part of the body injured, e.g., 
fractured left leg , etc.) 


IB, If This Notice and Claim Was Not Filed With The Employing Agency Within Two Working Days After The Injury, Explain The Reason 
For The Delay, 


16. I certify, unaer penalty of low, that the Injury described above was sustained In performance of duty as an employee of the United States 
Government end that It was not caused by my wllJfuJ misconduct, Intent to Injure myself or another person, nor by my Intoxication, 

I hereby claim medical treatment, If needed, and the following, as checked below, while disabled for work: 

□ o. Sick and/or annual leave 

CHb. Continuation of regular pay not to exceed 46 days and compensation for wage lost (f disability for work continues beyond 45 
days (If my claim is denied, I understand that the continuation of my regular pay shall be charged to sick or annual leave, or 
bo deemed an overpayment within the meaning of 5 USC 65841. 

Sa-tUy, Q RjArisXu 

Signature of Employee or Person Acting on Hls/Her Behalf 


17, Statement of Witness (Describe what you saw , heard or know about this injury) 


18. Witness 1 Signature 


19, Witness' Address 


20, Date Signed (mo,, day, year) 
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OFFICIAL SUPERIOR'S REPORT OF TRAUMATIC INJURY 


21. Department or Agency 

VL S 


22. Bureau or Office 


23. Name and Address of Reporting Office (No., street \ city , state. Zip Code ) 

I ASPS -$rr\ 7 


: ' < 

24. Regular Work Day 

i 

□ am „ 

\^ ]CC 0 AM 

25. Number of Hours 
Worked Per Day 

Begins 3* 3o 

0 PM 

□ pm 

e 


(t) t (jp <DCD s 


27. Date and Hour of Injury 28, Date Reporting Office 


(mo., day, year) 

□ am 

ZIVJIM 3 'So 0PM 


Received Notice of Injury 
(mo., day, year ) 


29, Date and Hour Stopped 30. If Pay Has Been Terminated, 
Work Give Date 

(mo., day, year) (mo., day, year) 


a/ * 7 / % 1 


3 jo 


31, 45 Day Period Begins 

32. Pay Rate When Employee 

33, Date and Hour Employee Returned 

(mo., day , year) 

Stopped Work 

to Work 



(mo., day, year ) Q AM 

/U 

$l*> 02>l* DRf ijr 

MAi> tior ■ vVfuif cL ^ 


Name of S 
Injury 


copy of Employing Agency's Investigation Report. 






REQUEST FOR EXAMINATION AND/OR TREATMENT 


1 PART A - AUTHORIZATION 


1, NAME AND ADDRESS OFT HE MEDICAL FACILITY OR PHYSICIAN AUTHORIZE D TO PROVIDE THE MEDICAL SERVICE 

PR H i Ohr-^-n 

3ol Sou+k 

rt E> -MV34 . . 

2. EMPLOYEE'S NAME (Last, first, middle) 

3. DATE OF INJURY 
(mo,, day, year) 

4 OCCUPATION 

StfJ/ij A* 

&lailz4 

tta.il h&r\(LLtx~ 

5. DESCRIPTION OF INJURY OR DISEASE 




U.S. DEPARTMENT OF LABOR 
Employment Standards Administration 
Office of Workers' Compensation Programs IOWCP) 


<£mp-ioLjOL. <xlU*jc& [uuu^tLjrK^ ou&'c L<askc^ 


6 YOU ARE AUTHORIZED TO PROVIDE MEDICAL CAR E FOR THE EMPLOYEE SUBJECT TO THE FOLLOWING CONDITIONS: 

Q A * FURNISH OFFICE AND/OR HOSPITAL TREATMENT AS NECESSARY FOR THE EFFECTS OF THIS INJURY. ANY 
SURGERY, OTHER THAN EMERGENCY, MUST HAVE PRIOR OWCP APPROVAL 

B - THERE IS DOUBT WHETHER THE EMPLOYEE'S CONDITION IS CAUSED BY AN I NJU RY SUSTAI NED IN THE PER* 
FORMANCE OF DUTY OR IS OTHERWISE RELATED TO HIS EMPLOYMENT. YOU ARE AUTHORIZED TO EXAMINE 
THE EMPLOYEE, USING INDICATED NON-S U H GICAL Dl AGNOSTI C STUD! ES, AND PROMPTLY ADVISE THE UNDER* 
SIGNED WHETHER YOU BELIEVE THE CONDITION IS DUE TO THE ALLEGED INJURY OR TO ANY CIRCUMSTANCE 
OF THE EMPLOYMENT. PENDING FURTHER ADVICE, YOU MAY PROVIDE NECESSARY CONSERVATIVE TREAT- 
MENT IF YOU BELIEVE THE CONDITION MAY BE DUE TO THE INJURY OR TO THE EMPLOYMENT. 


7. IF A DISEASE OR ILLNESS IS INVOLVED, OWCP APPROVAL FOR ISSUING AUTHORIZATION UNDER ITEM 6B ABOVE, WAS 
OBTAINED FROM 


(Name of OWCP official) J 

8. SIGNATURE OF AUTHORIZING OFFICIAL (Sign all copies) 

9, TITLE 


Cu.YV,p 

10, LOCAL EMPLOYING AGENCY TELEPHONE NUMBER 

9&P- l l°iN 

1 L DATE (ma, day, year) 

12, SEND ONE COPY OF YOUR REPORT TO {Fill in address): 

13. NAME AND ADDRESS OF EMPLOYEE'S PLACE OF 
EMPLOYMENT. 

U. s. DEPARTMENT OF LABOR 

Employment Standards Administration 

Office of Workers' Compensation Programs 

* « r j ^ 

Dept- or Agency 0 j" v # 

Bureau or Office fC ’ 

qoo t 

%_ Hi, fid 3.3. iVi 

1 

00 

i 

FORM CA—16 
(REV, DEC. 1974} 


PARTS - ATTENDING PHYSICIAN'S REPORT 





14 EMPLOYEE'S NAME (Last first, middle) 

E-cUAtr? Q 

15 WHAT HISTORY OF INJURE OR DISEASE OIO EMPLOYEE GIVE YOU? 

ll ups^-C <kxJ>C^-yL\s ruU\<.\ ^oXLi,iC 

aJc t t~C4 ,fr. Cl^A > Lxj. t r *L- () 

16 is theWe any history or evidence of pre existing injury, disease, or physical impairment? 

(If yes, please describe) >> N . s') * . . , , , • /7 . ^ . 

THa Yrt'^H'Gi /*uj£v^ £~\ < r* ^.^covo^ruw^L fh^^VoJL 
H v « D No cLUy&^l te-K &o ot- hLAuJcL &\ Vusu^cryia^ % qrs ^ 


17, WHAT ARE YOUR FINDINGS (include results of x rays, laboratory 18, WHAT IS YOUR DIAGNOSIS? 

tests, etc )? 

aAM*U% U-tet lVn ftoAjrurUL jin &, Cl cut 


19 DO YOU BELIEVE THE CONDITION FOUND WAS CAUSED OR AGGRAVATED BY THE EMPLOYMENT ACTIVITY DESCRIBED? 
(Please explain your answer »f there is doubt ) 

E^ym □ No TAtS-U JvLOC -<Ly r.'KLAA.tntCG-iL fals AjLSv P. ft- 



20, Dl D I NJURY REQUIRE HOSPITALIZATION? Q Yes 0" N ° 

I f y es, date of admission (mo,, day, year) 

Date of discharge (mo, # day, year) 


22. SURGERY (If any, describe typo) 


21 IS ADDITIONAL HOSPITALIZATION 
REQUI RED? 


0 0 No 


23. DATE SURGERY PERFORMED (mo., 
day, year) 



26, DATE OF FIRST EXAM! N A* 

27. DATE(S) OF TREATMENT (mo„ day, year) 

28 DATE OF DISCHARGE FROM TREAT- 

TION {mo„ day, year) 


MENT (mo,, day, year) 





29, PERIOD OF DISABILITY {If termination date unknown, so indicate) 30, OATE EMPLOYEE ABLE TO RESUME WORK (mo., day, year) 
(mo., day, year) i 

TOTAL DISABILITY FROM 8 / ^ ' TO LIGHT WORK . v j J 

PARTI AL DISABILITY FROM TO REGULARWORK ** 


31 IF EMPLOYEE IS ABLE TO RESUME WORK. HAS HE/SHE BEEN ADVISED? J~ 1 YES p] NO l F Y ES, FU RNI SH DATE ADVISED 
(month, day, year) 


32. IF EMPLOYEE IS ABLE TO RESUME ONLY LIGHT WORK, INDICATE THE EXTENT OF PHYSICAL LIMITATIONS AND THE TYPE 
OF WORK, THAT COULD REASONABLY BE PERFORMED WITH THESE LIMITATIONS 


33 GENERAL REMARKS AND RECOMMENDATION FOR FUTURE CARE, IF INDICATED 


34. DO YOU SPECI ALIZE? [7j Yes Q No ( If yes, state specialty) 


36. ADDRESS (Number, street, city, state, zip code) 37. PHYSICIAN'S SOCIAL 

^ ^ SECURITY NUMBER 

I o. fcuXcxur *fit L*lUk 360 / 


/t q6<3 / 

3B. DATE OF REPORT 
(mo., day, year) 

■3AM 


l )U. 3U>| 


39. MEDICAL BILL. Charges for your services may be presented in the space below or on you r billhead stationery, 


Quantity | Unit price Amount 


Date or 
period of 
treatment 


Service or supplies must be itemized 
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TASK BOOK 
CONTROVERSION 
ROBERTS CASE 
TASK 1 


The supervisor checked "no" in block 41 of the CA-1, indicating 
his disagreement with the employee's description of the 
injury. But he did not furnish a detailed explanation. You 
request a written statement from him* 

You also request a written statement from the claimant 
detailing the injury suffered. 

Finally, you consult the Official Personnel File (OPF) for any 
similar incident in the past. 

Review your notes from the OPF, statements from the claimant 
and the supervisor on pages 87 - 89, 
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TASK BOOK 
CONTROVERSION 
ROBERTS CASE 
TASK 1 


Your check of the personnel file reveals three letters of 
warning issued to Ms. Roberts in the past. Your notes 
summarizing these letters are: 


1) Letter dated 12/4/83 - Given for lateness by supervisor 

Black 

2) Letter dated 8/12/83 - Given for lateness by supervisor 

Johnson 

3) Letter dated 4/8/83 - Given for lateness by supervisor 

Johnson 
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TASK BOOK 
CONTROVERSION 
ROBERTS CASE 
TASK 1 


STATEMENT 


On February 27 I got a letter from my supervisor that upset me 
so much that I had to see my doctor. Mr. Black threatened to 
suspend me. He terrified me so much that my nerves are shot. 
After I got the letter I tried to do my work, but I couldn't 
concentrate. I felt sick to my stomach and dizzy and couldn't 
stop crying. I went back to my supervisor and told him I 
wanted to see my doctor. I'm afraid to go back to work there. 

I just don't know what will happen next. 

He's been hard on me all along, but now I know he's out to take 
my job away from me. I thought those other letters were mean 
and unnecessary. I believe he has been much harder on me than 
he should have been. 

Sally A. Rower ts 
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TASK BOOK 
CONTROVERSION 
ROBERTS CASE 
TASK 1 


STATEMENT 


On 2/27/84 I issued a Letter of Warning to mailhandler 
Sally A. Roberts for lateness. In the past month Ms. Roberts 
has been late on seven different occasions. Prior to issuing 
the letter of warning, I had personalized private discussions 
with Ms. Roberts on 2/10/84 and again on 2/24/84 concerning her 
tardiness. I impressed on Ms. Roberts the importance of being 
punctual in that all scheduling is done within the first 15 
minutes of the shift. Replacements are secured for employees 
who do not report and then, manpower overages occur when 
employees finally do report later in the tour. It was hoped 
that by explaining the scheduling process to Ms. Roberts she 
would be more conscientious in her efforts to report to work on 
time. Unfortunately, this did not occur. The first occasion 
that she was late after our 2/24/84 discussion was on 2/26/84 
and I felt it necessary to give her a letter of warning on 
2/27/84. 

The Letter of Warning stated that continued lateness would 
not be tolerated and further instances would result in more 
severe disciplinary action such as suspension. The letter was 
discussed with Ms. Roberts in a private setting and at the end 
of our conversation she appeared to be completely rational. 

Approximately 20 minutes later Ms. Roberts returned to my 
office in a highly agitated state. She stated that I was 
harrassing her and that she wanted to see her private doctor. 

At that point, I authorized her to go to the Medical Unit. 

For the record, Ms. Roberts has received a personal Letter 
of Warning from me in the past year. At that time it did not 
result in her having an anxiety attack. 


V CV) ii tilxuik „ 

William X. Black 
Supervisor, Mails 


TURN THE PAGE. 
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task book 

CONTROVERSION 
ROBERTS CASE 
TASK 1 


Based on your review of these documents, circle the letter in 
front of one or more of the following steps listed below that 
you would take: 

a. Request that the claimant re-submit the claim 
on a CA-2 

b. Controvert the claim on the basis of failure 
to establish fact of injury. 

c. Process the claim (don't controvert) on the 
basis of medical condition of an aggravation. 

d. Controvert the claim on the basis that it is 
an occupational disease claim, not a traumatic 
injury. 

e. Withhold any action until you have received a 
fully detailed medical report including^ 
complete diagnosis and sound medical opinion 
that the medical condition is job related. 

f. Controvert the claim on the basis of 
pre-existing condition not related to work. 

g. Controvert COP. 


WHEN YOU HAVE MADE YOUR SELECTION (S) TURN TO PAGE 91 TO 
COMPARE YOUR ANSWERS WITH THE BOOK ANSWERS. 
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TASK BOOK 
CONTROVERSION 
ROBERTS CASE 
TASK 1 


Answer : 


You should have circled items a, d, and g, (Request that the 
claimant re-submit the claim on a CA-2, controvert the claim on 
the basis that it is an occupational disease claim, not a 
traumatic injury, and controvert COP) 

You have a case for controversion on the basis that this is an 
occupational disease claim. Even though Sally Roberts did not 
react violently to previous letters of warning, the cause of 
her symptoms was the underlying environmental condition 
(alleged harrassment) which has been going on for 10 months. 

As a result it is an occupational disease, not a traumatic 
injury. 

You would therefore terminate COP and request that she submit a 
CA-2. 


b. The fact of injury (anxiety attack) is admitted by 
supervisor as claimed. 

c. An aggravation may indeed turn out to be the case after 
sufficient medical evidence is developed since the 
attending physician indicates this. However, it is still 
probably an occupational disease case and the traumatic 
injury claim with COP should be controverted. 

e. Sure a medical report should be requested, but on the 
evidence you judge that it is an occupational disease case, 
you should not wait before taking steps a, d, and g. 

f. Even though a pre-existing condition is present, the doctor 
indicates that there may be an aggravation which would be 
compensable . 


YOU HAVE FINISHED THE MODULE ON CONTROVERSION. 

IF YOU WISH TO CONTINUE NOW, TURN THE PAGE TO BEGIN A NEW 
MODULE . 
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MODULE III 


THIRD PARTY 


As in the previous modules, you will be given a case and a 
series of tasks. For the case in this module you will be 
asked to: 

a. Make an initial decision about the case on the 
basis of the information given, and 

b. Compute or evaluate any additional information. 


TURN THE PAGE TO DO THE CASE ON THIRD PARTY LIABILITY. 
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TASK BOOK 
THIRD PARTY 
WILLIAMS CASE 
TASK 1 


First read the Resource Book, pages 35 - 36 (through No. 10) 


Then review the following CA-1 to determine if there is 
possible third party liability. Go to page 96 to answer the 
question. 
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U.S. DEPARTMENT OF LABOR 
EMPLOYMENT STANDARDS ADMINISTRATION 
OFFICE OF WORKERS' COMPENSATION PROGRAMS 


1. Nam* of Injured Employee (Last, first, middle) 

UMliarAS , flyUnc 5 


6. Employee'* Home Mailing Address (No,, street, cfty, state, zip t 

813 McCu-IIok^ Strict, 

'BaltiHoiCF, ho 


7. Name and Address of Employing Agency 

IX S PostciU. 5 «*smcjc 

f { kt D 


9. Date and Hour of Injury 10. Date of This Notice 

(mo., day , year) Q] AM (mo., day, year) 

6) 10 I ft 3 2' 15 0pm 5l&IV> 


13, Cause of I njury (Describe how and why the Injury occurred) 

5-4t)pfjcfcC CKi t n-lcrsecii <m 
8th and K<xy K*,f u.-#Un «- 

-He* dvifhn«j taaKwavd* hit Hto 
■fronj o4 rr\ <-j v-cf i <•• 


FEDERAL EMPLOYEE'S NOTICE OF T RAUMATIC INJURY 
AND CLAIM FOR CONTINUATION OF f' AY/COMPENSATION 


2. Date of Birth 3, [_| Male 4 Social Security Number 

Ic-IO- Ho S'Female IXI-H-IOIO 


6. Home Telephone 

Area Code: 3o I 

Number: ■ I H 1 3 


8. Place Where Injury Occurred (e.g., 2nd floor, Mein Post Office 
Bldg., 12th & Pine) 

ZL A-k-Yiecdiov. o f grt> a.o<L 

SVt<lc3 ___ 

11. Dependents _ 12 Employee's 

Wife/Husband Ltu Occupation 

Children Under 18 Years Old 0 JL eifer farrier* 


14. Nature of Injury (Identify the part ot the body Injured, e.g., 
fractured (eft leg, etc J 

0 -scfc: sprain 


16, If Thl* Notice and Claim Was Not Filed With The Employing Agency Within 2 Working Days After The I njury. Explain The Reason 
For The Daley, 

ZL oias -tcdCsLn from tt^ ojuuk-n^ n£* 5 cjLhe^ -to tb*. Lo 

TKn-rt X ujos Vurma. cm kdrxsi 1 5 n>Lj f/v st u 

(m.oh -fti u3or 


16. 1 certify that the Injury described above was sustained In performance of duty as an employee of the United States Government and that 
It was not caused by my willful misconduct, Intent to Injure myself or another person, nor by my Intoxication, I hereby claim medical 
treatment, If needed, and the following, as checked below, while disabled for work: 

(0 a, Sick and/or annual leave 

0 b. Continuation of regular pay not to exceed 46 days and compensation for wage loss If disability for work continues beyond 45 
days (If my claim Is denied, I understand that the continuation of my regular pay shall be charged to sick or annual leave, or 
be deemed an overpayment within the meaning of 6 USC 6604). 

Qi\£-Qs*jL A IQ ULLi 

Signature of Employee or Person Acting on His/Her Behalf 


17, Statement of Witness (Describe what you saw, heard or know about this Injury) 


18, Witness' Signature 


19. Wltnets' Address 


20. Date Signed 
(mo., day , year) 
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Form CA‘1 
Rev. Nov. 1974 














OFFICIAL SUPERIOR'S REPORT OF TRAUMATIC INJURY 


21. Department or Agency 

! 22. Bureau or Office 

U <5 S^ry/ec 

| ^xLi/mor^i WA^IaficL' 

23. Name and Address of Reporting Office (No., stmt, city, ttate. Zip Coda) \ 

1^00 fast SVvuct/ 

BoJL*lfY'M4 K«< 0 PlX 33 



24. Regular Work Oay 


Begins 




El AM 

□ pm 


Ends 




□ am 

□ PM 


26. Number of Hour* 
Worked Per Day 
8 


26. Circle Days Paid Per Week 

s @> a> <$p cd <£> s 


27. Date and Hour of 1 njury 

28. Date Reporting Office 

29. Date and Hour Stopped 

30. If Pay Has Been Terminated, 

(mo., day , yaar) 

Received Notice of Injury 

Work 

Oh* Date 

. , Cam 

(mo., day, yaar) 

(mo., day, yaar) 

(mo., day, yaar) 

j Ljiolih a'/S0PM 

5 b ojli (V<» 

£jiO|S5 V\6 f. H 



31. 45 Day Period Begin* 
(mo., day, yaar) 


Stopped Work 

%&£*$* J£L 


32. Pay Rate When Employee] 33. Dale end Hour Employee Returned 

to Work 

{me., day , war) Ul AM 


34. Name of Supervisor At Time of 
Injury 

Afo-c 


36. Wat Employee In Performance of Duty At The Time of Injury? p 7 ] Yea] f"~] No. If No, Furnish A Detailed Explanation Or A Copy 
of Employing Agency's Investigation Report. 


36. Wat Injury Caused By Willful Misconduct; Intoxication or Intent To Injure Self or Another? 
□ Y*» 0 No. If Ym, Furnith D*talled Raport. 


37. Wh injury C*u«*d By Third Porty? Q Ym Qno. If Ym, Furniih Nwm and AddrM of Pwty RMpontibl*. 


38. Date Employee First Obtained 
Medical Care for The Injury 
(mo., day, yaar) 


39, Name and Address of Physician First Providing Medical Care 

Union ttosp' +<xi. 

HO 1 ) Gybjui LOCK^f 




(5 OjhlVHM, 


hArufarid 


PI/ JO 


40. Do Medical Reports Show 
Employee is Disabled For 
Work? 

0 Y« □ No 


41 . Does Your Knowledge of The Facts About This I njury Agree With The Statements of The Employee And/Or Witness? 
0 Yes Q No. If No, Furnish A Detailed Explanation. 


42. Doea The Employ fng A gwey Controvert Continuation of Pay? Q Yes |?j No. If Yes, Give Full Explanation For Basis of 

Controversion (See Item 6 of Instruction Sheet). Attach Additional Sheets If More Space Is Needed. 


43. Signature of Supervisor 

44, Tltl* *nd Off )c« Phon* Number 

aso- 

45. Date (mo., day, yaar) 

YOccc fs Kouvta 


6 Il 6 >lz& 


















TASK BOOK 
THIRD PARTY 
WILLIAMS CASE 
TASK a 


Circle the letter of the choice below that most nearly 
describes what the indicator of third party liability in 
this case is: 


a. The cause of the injury was defective equipment for 
which the manufacturer may be responsible. Turn to 
page 142, Box 3. 


b. You always know that it is a third party case if there 
is an automobile accident. Turn to page 107, Box 2. 


c. There is no indicator of third party liability. Box 
37, "Was Injury Caused by Third Party? was checked 
NO. Turn to page 141, Box 3. 

d. The indicator is the statement made on the CA-1, block 
13 which says "a truck drifting backwards hit the 
front of my vehicle". Turn to page 106, Box 4. 
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third party 

WILLIAMS CASE 
TASK 2 


How would you verify that there is, in fact, third party 
liability? Again, circle the letter of the statement that 
best describes your answer and turn to the page indicated 
next to your answer. 


a. Interview the driver of the other vehicle to get the 
facts about the injury. Turn to page 107, Box 3. 


b. Interview any witnesses to the accident and get 

statements about what they saw. Turn to page 141, 
Box 4 . 


c. Get the police report to see if the driver of the 

truck was cited by the police as being responsible for 
the accident. Turn to page 106, Box 1. 



TASK BOOK 
THIRD PARTY 
WILLIAMS CASE 
TASK 3 


Read the Resource, pages 36 - 40. 


You have obtained the police report. It says that the truck 
driver was cited for the accident and there is nothing to 
indicate any contributory negligence. 

The agency is now pursuing this claim. Review the following 
correspondence on the case from pages 99 - 104. 

Then do the task on page 105. 
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UNITED STATES POSTAL SERVICE 
MANAGEMENT SECTIONAL CENTER 
BALTIMORE, MD. 21233 
May 17, 1983 


Ms. Arlene A. Williams 
893 McCullough Street 
Baltimore, MD 21015 


Dear Ms. Williams: 

Our records show that on May 10, 1983 you sustained an injury 
under circumstances which may place liability for damages on a 
party other than the United States. 

Under the provisions of Section 8131 of Title 5, United States 
Code, the Secretary of Labor can and will require a workers' 
compensation beneficiary to prosecute an action for damages in 
his/her own name when injury or death occurs under 
circumstances which indicate legal liability to pay damages on 
a party other than the government. When damages are recoverd 
from such a party, the beneficiary must, out of the damages 
recovered, reimburse the United States for any payments made to 
the beneficiary or on the beneficiary's behalf. Nevertheless, 
in all cases you will be entitled to a minimum of 20% of the 
net recovery. 

For our records a statement is required from you as to whether 
you have presented a claim for damages as a result of this 
injury against anyone other than the Postal Service or the 
Office of Workers' Compensation Programs. It is requested that 
you answer the questions on the attached form. Third Party 

C * a j m ~ Information Request, and promptly return it to this 
office. 


If you have initiated a third-party action, you should contact 
3 statem ^t of any COP and OWCP disbursements made to 
or ? n y° ur behalf before you make a final settlement. 

These disbursements must be repaid from any recovery you make 

Sjurw? d party (the person or * ers °™ responsible the 


If you wish to discuss this matter 
please contact me on 938-6012. 


or desire us 


to assist 


you, 


Sincerely, 


Mary Y. Elliott 

Injury Compensation Supervisor. 
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U.S. POSTAL SERVICE TTBatI 

INJURY COMPENSATION PROGRAM — NOTICE OF POTENTIAL THIRD PARTY CLAIM 

(See Instruction! on reverie) «— > “ H 


( See Instruction! on reverie) 

2 Nam* of Employ** ~[4‘ H orn. Add 

r\ rw Vl 1C \j\/ \ ( [ 1 ci IH-S* <£ Cf 

3 Homophone {Include Area Code) — “ — 0 

(ie,\ <*■/(, • m.3 

B Type of Injury T Date and I 

^cfcY- (/ eh :<.le A- ci i t( e.cf 

^ 

7 Office of Employment “ B Employ 

U £ ?cu 4 o 4 ^Cy o, c.<t K 

S, Contact Point at Employing offlc* {N*m* and Phone} 

/i cie L ■ QsrQ ~ (tff'ii 

1 1 Prap ar*d by (Prin ted Nam* and Slgnntu rtf ”””” ~ “* 

A v - 1 * it t. i tU ' 1 1 ' a n^s 

T3, BH.f d^TTpTionTn^id^ ^~ TTn " 


4 Horn* Addrat* {/nefudt Apt No and ZIP Cod*) 

M{^ C dll C*t « K t*rc.e+" 


/nc, c cJUwniK 
r« mtr e. rid > 


A f c 


6 DmindLOutlenoimiuiv ^ ^ ^ 

CVnA 5 ■} 

^inili mr r<i. R<£ . SW'JlS.? 

B Employ aa'i Tttl* ' 

K e * y- Carrier 

10 f mplovea'* SMtii Security Ho 

' feCM* J CU - - -foto 

~ 12. OWCP Flit Ho 

Aar- Ib<?ic3. 


V\jW;{-<s. -xW-p'^tiA. « sJr i i iyi <s A 8 ccwSk 

Me i*AiCe_V <*. d r'i^-4-i vi b tui l. <x«. rcCi Vb'f 

-VVvwV- &■£ -+W^ wiccll i/ (n I'tle. • 



17 Low Enforcement Agency Notified 


V! w\oy^ 


I IB Name end Addraaa of Attorney repfaeentma empfoyee In Third 4-tf \i 
Party Action {Include Apt /Suit* No ) n * 


EMPLOYEE OR REPRESENTATIVE 


Wage record*, medical record*, and other pertlneni informalion may be releiied to my attorney JS^YIS □ mo 


b Printed Name 


.rlfl'/fi'l 4r(©ne S' W' i'HicuwS" 
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UJI N>1T AL IKN V 1C B 

ASSIGNMENT OF CLAIM TO THE U$P$ 


As a result of my applying for and receiving benefits under the provisions of the Federal Employees* Compensation 
Act (5 U.S.C 8101 -50)„ and because I do not wish to prosecute an action in my own name to recover damages. 

I (name) ___A r 1 e n s S lA/ , H i a vwj , of (address) C^ c ( 

, City of . iJJblm . 

County of , State of zdsLi .hereby voluntarily 

assign to the United States Postal Service all of my right, title and interest in any claim, demand, or cause of action 

which I may liave against (name of third party) h..*\ r.X.y. iA L i (77 . 

or any other person, as a result of an injury I sustained on (date) 3 zSILZlXXL , — 7 

at (location! ...^nrk f i'free f _ .BriJf Lr* fve Ma . 

while in the performance of my duties as an employee of the United State* Postal Service 


I understand that In the event of recovery of damages by the United States Postal Service under this assignment, 1 am 
entitled to one-fifth of the net amount of recovery after the expenses thereof have been deducted and to any surplus 
remaining as provided by Section 8131 of the Federal Employees' Compensation Act. 

i understand that I have the right to pursue an action to recover damages by myself or by an attorney of my own 
choice, but I hereby am assigning that right to the United States Postal Service. Upon acceptance of this assignment, 
the United States Postal Service shall have full and complete authority to lake whatever action on this claim It con- 
siders appropriate, and may institute legal action, settle or compromise the claim or any suit, or decline to institute 
suit, or to take any other action , 

I hereby authorise the United States Postal Service to furnish all records, medical and other reports, statements made 
by myself and other papers relating to my Injury to the parties against whom claim is made, their representatives, and 
insurance companies for the purpose of effectuating a settlement of the assigned claim, 

IN WITNESS WHEREOF, I have ilgned thii awfmment tMtAlll diy of Alk 

I9_£3. 7 


A. IQ ,jO. jU,,<X/W-W-> 

(SixiHtm') 


Pursuant to the authority granted by 39 C.F,R, 224.2(b) (I ) (I) and other Postal Regulations, I hereby accept the 
above assignment. ' 


l f ) , , t 

cl 

L__£j 

p foctr 

istxt sn 

f j 


i 

i 


Cc'Wi -7«imc4- v \ <M, Sul 

7m*i 1 
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UNITED STATES POSTAL SERVICE 
MANAGEMENT SECTIONAL CENTER 
BALTIMORE, MD. 21233 

May 25, 1983 


Mr. Larry R. Wilson 
1108 15th Street 
Baltimore, MD 21015 


Dear Mr. Wilson: 

On 5/10/83, a postal employee, Arlene S. Williams, was injured 
as a result of your truck drifting backwards into the front of 
her postal vehicle. 

Pursuant to the provisions of the Federal Employees' 
Compensation Act, our employee has filed for benefits and has 
assigned her personal injury claim to the Postal Service. A 
copy of that assignment is attached. 

We request that you, your insurance carrier, or your attorney 
contact this office to discuss settlement of this matter. 


Sincerely, 


Mary Y. Elliott 

Injury Compensation Supervisor. 
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UNITED STATES POSTAL SERVICE 
MANAGEMENT SECTIONAL CENTER 
BALTIMORE, MD. 21233 
June 15, 1983 


TO: Mae L. Marts, Supervisor, Delivery 

USPS 

1900 E. Fayette Street 
Baltimore, MD 21233 

SUBJECT: Third Party Claim 

Employee: Arlene S. Williams 

OWCP Claim No.: A25-169803 

Date of Injury: 5/10/83 

Please be advised that we anticipate negotiating settlement 
with respect to the captioned case in the near future. 
Therefore, it is requested that you discuss this matter with 
the employee to determine if there are any expenses, other than 
those listed below, that were incurred as a result of this 
injury, which the employee wishes taken into consideration at 
the time of settlement. Such expenses may include pain and 
suffering, damage expenses not covered by COP or FECA benefits. 

If any such expenses exist, please furnish this office an 
itemized statement by 6-28-83 so that we may fully document our 
file before any settlement negotiations are finalized. 

Your cooperation in this matter is appreciated. 

Sincerely, 


Mary Y. Elliott 

Injury Compensation Supervisor 


MEDICAL AND RELATED EXPENSES : 
Name of Provider: 

Union Hospital 
Dr. Alexander Gee 
Prescriptions 
Cervical Collar 


Amount : 

$ 184.00 
$ 110.00 
$ 15.84 
$ 11.00 


Subtotal 


$ 320.84 


CONTINUATION OF PAY : 

From: 5/11/83 Amount: 

To: 5/15/83 $ 342.68 

OTHER : 
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DISBURSEMENTS MADE BY THE 
OFFICE OF WORKERS' COMPENSATION PROGRAMS 
AND BY THE EMPLOYING AGENCY 
JULY 18, 1983 


NOTE: ADDITIONAL PAYMENTS MAY BE MADE. THEREFORE, PLEASE 

CONTACT THIS OFFICE POR AN UP-TO-DATE STATEMENT PRIOR TO 
FINAL SETTLEMENT OF THE THIRD PARTY ACTION. 


CLAIMANT: Arlene S. Williams 

FILE NO: A25-680139 

DATE OF INJURY: 5/10/83 


CONTINUATION OF PAY 

From: §711783 To: 5/15/83 $ 342.68 


Subtotal $ 342.68 


COMPENSATION PAYMENTS 

From: To: $ 


Subtotal $ 


MEDICAL AND RELATED EXPENSES 

Name of Provider Amount 


Union Hospital 

$ 

184.00 

Dr. Alexander Gee 

$ 

110.00 

Prescriptions 

$ 

15.84 

Cervical Collar 

$ 

11.00 

Subtotal 

L. 

320.84 


DISBURSEMENTS TO DATE $ 663.52 
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TASK BOOK 
THIRD PARTY 
WILLIAMS CASE 
TASK 3 


Prior to figuring the lien, you review the file and notice that 
an important piece of information is missing from the file. 
Circle the letter of the item that is missing from the file and 
read the page indicated for the answer. 


a. Correspondence to the third party explaining the accident 
and asking that responsible party, insurance carrier or 
their attorney contact the workers' compensation office to 
discuss the case. Turn to page 107, Box 4. 


b. A statement from OWCP providing itemization of 

disbursements made on behalf of the claim. Turn to page 
142, Box 4. 


c. Correspondence to the employee's supervisor requesting that 
she ask the employee if there are any expenses other than 
those you list in that letter that were incurred as a 
result of the injury which the employee wants included in 
the settlement. Turn to page 106, Box 2. 


d. Response from the employee's supervisor indicating if there 
are any other expenses that the employee incurred. Turn to 
page 141, Box 1. 
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From page 97 




i\,ri eel C. *1 i ho police report to see if the driver of the 
I tuck w f i , c ili.l 1 > y I he police as being responsible for the 
Occident . M ht wt i c , (his would clearly determine liability. 

NOW, If V 1 1 1 1 coins foU Till 1 ! U. S. POSTAL SERVICE OR ANOTHER AGENCY 
THAT 1 1 A . A Rt> A NO I'll i WITH OWCP TO PURSUE ITS OWN CLAIMS, TURN TO 
l 'AO I* <)H To CONTINUE Til l S CASE. IF YOUR AGENCY DOES NOT PURSUE 
ITS otlN CLAIMS, GO ON TO PAGE 114 TO BEGIN THE MODULE ON LIGHT 
OUT' if VOII l.o NoT WORK FOR THE USPS AND YOU ARE NOT SURE IF 
yoliu /-..I', I'll"/ HAS SUCH AM AGREEMENT, ASSUME THERE IS NONE AND GO 
TO 1‘rGE II'). 


f’ 



From page 105 


N*. T1 i . on (njptuideuoe is in the file. 
Kot.i.u I*, i-.h/o 1 05 I cji another try. 



From page 78 


Mo. pivu n i in m.jli you may conclude that it was impossible 
lot l lit ■ in jin y lit occur as the claimant described, you 
Ini vi no tsit i ilonco that the injury resulted from an 
uf l> ].i (mu i f>cs i njiay . 

i<i tin n lo page /tt lor another try. 


From page 96 



(im'uji I . Th, liosl answer is "the statement made on the 
(.’A I." Them appears Lo be third party liability, even 
t hough l lie quasi ion in biock 37 was checked "no". It 
appeals I hat t he driver of the truck is responsible for 
I lie accident and the resulting injury to the letter 
ea n i e r . 

Turn lo page 97 for the next task. 
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From page 78 


Correct. The grounds are failure to establish fact of 
injury (#1). 

Return to page 78 and answer question b. 


From page 97 


No, although an automobile accident can mean third party 
liability, that is not always the case. This has to be 
checked out. In this case, the claimant's statement on 
the CA-1 gives you an indicator that there may be third 
party liability. 

Return to page 97 and try again. 


From page 97 


No. The driver of the other vehicle may be willing to be 
interviewed by you, but even if he does, would the results 
be considered objective? 

Return to page 97 for another try. 


From page 105 

No. that is in the file. 

Return to page 105 for another try. 






TASK BOOK 
THIRD PARTY 
WILLIAMS CASE 
TASK 4 


You have received the piece of missing information. It 
follows on page 109. 

From it and the information in the file figure: 

a. The lien 

$ 

b. The projected settlement figure 

$ 


AFTER YOU HAVE ARRIVED AT YOUR ANSWER, COMPARE YOURS WITH 
THE ANSWER ON PAGE 110. 
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•ASK BOOK 
’HIRD PARTY 
'ILLIAMS CASE 
ASK 4 


MEMORANDUM 
June 20, 1983 


3s Mary Y. Elliott 

Injury Compensation Supervisor 

tOM: Mae L, Marts 

Supervisor, Delivery 


OBJECT: Employee: Arlene S. Williams 

OWCP Claim No.: A25-169803 

Date of Injury: 5/10/83 


response to your request regarding expenses incurred as a 
suit of her injury, Ms. Williams has Itemized the expenses 
low: 


MEDICAL AND RELATED EXPENSES : 
Name of Provider: 
Union Hospital 
Dr. Alexander Gee 
Prescriptions 
Cervical Collar 


Amount : 

$ 184.00 
$ 110.00 
$ 15.84 
$ 11.00 


Subtotal $ 320.84 


CONTINUATION OF PAY : 

From: 57ll"783 Amount: 

To: 5/15/83 $ 342.68 

OTHER 

Transportation: 

5/11/83 hospital to home 


Day care for daughter: 

5/10/83 to 5/11/83 - 1 1/2 days 
@ $20 . 00/day 


$5.00 

$30.00 


TOTAL $35.00 
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END OF TASK MATERIAL 




TASK BOOK 
THIRD PARTY 
WILLIAMS CASE 
TASK 4 


Answer : 


a. Lien is $698.52 (or $699) 

This is taken from the Disbursements notification by OWCP - 
$663.52 plus expenses incurred by the employee submitted on 
the memo from the employee's supervisor - $35.00. Total of 
these two figures equals $698.52. 

b. Projected settlement figure is $2,096. 

This was arrived at by multiplying the lien of $698.52 
times 3 since this is a minor injury. Total of this is 
$2,095.56. Round it up to the nearest dollar to get $2,096. 


TURN THE PAGE AND DO THE LAST TASK FOR THIS CASE. 



TASK BOOK 
THIRD PARTY 
WILLIAMS CASE 
TASK 5 


Using the figures from the previous taskf complete the 
Statement of Recovery on page 112. Instructions for completing 
this Statement of Recovery are on page 113. 


WHEN YOU HAVE COMPLETED THE FORM, COMPARE YOUR FIGURES WITH 
THOSE IN THE BOOK ANSWER ON PAGE 114. 



STATEMENT OP RECOVERY 


Claimant: Pile Number: 

Date of Xnjury/Dcath: Employing Agency: 

, (1) Gross Recovery $ 

(2) Less Property Damage 

(3) Balance 

(4) Less Attorney's Fee (Fee Is 2 of line 3) 

(5) Balance 

(6) Less Court Costs (must be Itemized) 

(7) Balance (Adjusted Gross Recovery) 

(8) Less 1/5 (20Z of line 7) 

(9) Balance 

(10) Continuation of Pay (COP) 

(11) Balance 

(12) Less Payment to Public Health Service 
(or other Federal medical facility) 

(13) Balance 

(14) Less Medical Expenses Paid by the Claimant 
(must be Itemized) 

(15) Balance 

(16) OWCP Disbursements (Including compen- 
sation and medical but excluding COP) 

or line 15 above, whichever Is less $ _ 

(17) Less Government Allowance for Attorney’s 

Fee (retained by claimant) 

(18) Net OWCP Refund 

(19) Plus Continuation of Pay (line 10) 

(20) Total Refund 

(21) Surplus (line 15 less line 16) 


Form CA-162 
Rev. August 1980 
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INSTRUCTIONS 


Distribution must be made In accordance with 5 U.S.C. 8132. 

PROPERTY DAMAGE (Line 2 ) A reasonable amount for clothing or other personal belongings 
damaged or destroyed In an accident may be deducted. These amounts should be Itemized, 
If an automobile or other vehicle Is damaged or destroyed, then more tangible evidence - 
of such damage Is required. The year, make and model, and the Blue Book value of the 
vehicle should be furnished. A copy of the repair bill will suffice if the vehicle 
was not totally destroyed. 

ATTORNEY ' S FEE (Line 4) The attorney's fee In line 4 is deducted from the balance 
shown In line 3. Also, the attorney's fee as a percentage of line 3 should be shown. 

COURT COSTS (Line 6 ) These would consist only of such items as filing fees, witness 
fees, actual costs of collection, or any payments to physicians for expert testimony 
as opposed to payment for treatment. (Payment for medical treatment would come under 
line 12 and/or 14.) All items must be itemized. 

202 GUARANTEE (Line 8) This amount is turned over to the claimant and is not subject 
to any deductions. 

CONTINUATION OF PAY (COP) (Line 10 ) If pay was continued by the employing agency as 
provided by 5 U.S.C. 8118, the employing agency Is entitled to be reimbursed out of 
any third party recovery resulting from the employment-related injury. The OWCP will 
collect the COP as the agent of the employing agency. 

PUBLIC HEALTH SERVICE (Line 12) Refund made to a Federal medical facility for medical 
treatment would be deductible under line 12. The claim of the Federal medical facility 
is separate and apart from the claim of the OWCP. 

MEDICAL EXPENSE PAID DIRECT (Line 14 ) This would consist of any medical expenses paid 
by the claimant other than those paid by the OWCP or by an Insurance carrier. It 
would not Include items paid by the claimant for which the claimant subsequently was 
reimbursed by the OWCP or an insurance carrier. All items submitted for credit and 
deduction in line 14 must be Itemized or accompanied by copies of paid bills . A lump 
sum amount will not be accepted for credit. 

GOVERNMENT ALLOWANCE FOR ATTORNEY'S FEE (Line 17) The Government contributes a portion 
of its refund to the claimant as an attorney's fee. This fee is based upon the OWCP's 
disbursements or other amount as shown in line 16 and is computed by applying the 
percentage shown in line 4 to line 16 if line 4 is considered reasonable. 

NET OWCP REFUND (Line 18 ) The full amount of OWCP's disbursements is subject to the 
refund provisions of the Federal Employees' Compensation Act. However, if the balance 
remaining in line 15 is less than the actual OWCP disbursement, then the refund pro- 
visions would apply to the amount shown in line 15. 

TOTAL REFUND (Line 20) This represents the amount to be refunded to the Government 
for OWCP disbursements and continuation of pay (COP), if any, by the employing agency 
under 5 U.S.C. 8118. The refunded COP will be forwarded to the employing agency by 
the OWCP. 

SUR PLUS (Line 21 ) This surplus, which is retained by the claimant, is the amount 
against which the OWCP will credit any future compensation payments or additional 
aedical expenses payable on account of the sac f e injury or death. 

The refund check for the amount shown in line 20 should be made payable to 
'U.S. Department of Labor, OWCP”. 
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END OP TASK MATERIAL 




ANSWER: 


STATEMENT OF RECOVERY 
(see reverse for Instructions) 


Claimant: Av*V&v\€. -S VJ > \\ \ 0>. W\_S 
Date of Injury/Death: 


. o> 

Gross Recovery 



(2) 

Less Property Damage 



(3) 

Balance 



(A) 

Less Attorney’s Fee (Fee is % of 

line 3) 

(5) 

Balance 



(6) 

Less Court Costs (must be itemized) 



<7) 

Balance (Adjusted Gross Recovery) 



(8) 

Less 1/5 (20% of line 7) 



(9) 

Balance 



(10) 

Continuation of Pay (COP) 



UD 

Balance 



(12) 

Less Payment to Public Health Service 
(or other Federal medical facility) 



(13) 

Balance 



(14) 

Less Medical Expenses Paid by the Claimant 
(must be itemized) 


(15) 

Balance 



(16) 

OWCP Disbursements (including compen- 
sation and medical but excluding COP) 
or line 15 above, whichever is less 

$_ 

39.0,^ 

(17) 

Less Government Allowance for Attorney 1 
Fee (retained by claimant) 

s 

- 

(18) 

Net OWCP Refund 


3 *0, H 

09) 

Plus Continuation of Pay (line 10) 


3 M 2“ lo<§ 

(20) 

Total Refund 


la (o 3 <5- 

(21) 

Surplus (line 15 less line 16) 




File Number: Aax-bs?oi3 c 
Employing Agency: IJL •£ ^ 

$_ 


.C 


0 <1 (a . C 


O fo « ( 


£25i fe 




l loHk.s 




v sail 


1 35 MM 


1 Wj 


•Ul o .aje 


TURN THE PAGE TO BEGIN A NEW MODULE 
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MODULE 4 


LIGHT DUTY 


As in the previous modules , you will be given a case and a 
series of tasks. For each case you will be asked to: 


a. Make one or more decisions 

b. Decide whether or not to place the claimant in a light 
duty position t and 

c. If so# what kind of position. 


TURN THE PAGE TO BEGIN THE FIRST CASE 




MODULE 4 


LIGHT DUTY 


As in the previous modules , you will be given a case and a 
series of tasks. For each case you will be asked to: 


a. Make one or more decisions 

b. Decide whether or not to place the claimant in a light 
duty position , and 

c. If so, what kind of position. 


TURN THE PAGE TO BEGIN THE FIRST CASE. 



TASK BOOK 
LIGHT DUTY 
DAVIDSON CASE 
TASK 1 


Read the Resource Book# pages 43 - 47. 


Review the medical report on page 117 from Dr. Lawhorn 
concerning Jack A. Davidson. Jack has been off work for over a 
year due to a job-related injury and is receiving compensation 
for total temporary disability from OWCP. Also review the the 
physical requirements of his carpenter's job on page 118. Then 
go to the worksheet on page 119 and do the task. 
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TASK BOOK 
LIGHT DUTY 
DAVIDSON CASE 
TASK 1 


Phillip D. Lawhorn, M. D. 
Orthopedics 
201 East Main Street 
Muscle Shoals, Alabama 


March 22 , 1984 : 

RE: Jack A. Davidson 


Jack returns today as scheduled. He states he has been doing 
well and has little pain unless he uses his left arm a great 
deal. Examination reveals a well-healed shoulder scar at the 
site of the surgical repair of his torn rotator cuff. His 
range of motion is limited. I believe Jack has reached a 
maximum point of recovery from his shoulder injury and would 
estimate 25° ppi to the left upper extremity. I told Jack he 
should try to find work he could perform with limited use of 
his left arm and no working above shoulder level. He may 
return as needed. 

^77 (h CUlUuH/h- / /? . 

Phillip D. Lawhorn, M. D. 
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TASK BOOK 
LIGHT DUTY 
DAVIDSON CASE 
TASK 1 


JOB DESCRIPTION 
CARPENTER 

(with maximum physical requirements) 


Carpenter uses hand tools to build forms, scaffolds, 
partitions, and other wood structures. 


Pushing/Pulling 

Sitting 

Walking 

Lifting 

Bending 

Squatting 

Climbing 

Kneeling 

Standing 

Working Above Shoulder 


1 hour per day 
3 hours per day 
3 hours per day 
3 hours per day* 
1 hour per day 
1 hour per day 
1 hour per day 
1 hour per day 
3 hours per day 
1 hour per day 


* Lifting. 0 -20 lbs = 2 hours per day 

* Lifting 20 - 50 lbs - 1 hour per day 

* Lifting 50 - 100 lbs = 1 time per day 

Position requires ability to grasp with both hands 
and a general good dexterity in both hands. 
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TASK BOOK 
LIGHT DUTY 
DAVIDSON CASE 
TASK 1 


a. Given the work limitations specified, is he able to perform 
his regular job? Check the best answer below. 

Yes No 


b. If your answer is no, circle the number next to any of his 
duties listed below that conflict with the stated work 
limitations. 


1. Climbing 

2. Kneeling 

3. Standing 

4 . Working Above Shoulder 


TURN TO PAGE 120 TO COMPARE YOUR ANSWER WITH THE BOOK ANSWER. 
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END OP TASK MATERIAL 




TASK BOOK 
LIGHT DUTY 
DAVIDSON CASE 
TASK 1 


Answer 


a . No 


1. 

Climbing 

2. 

Kneeling 

3. 

Standing 

4. X 

Working Above Shoulder 


TURN THE PAGE AND DO THE NEXT TASK 



TASK BOOK 
LIGHT DUTY 
DAVIDSON CASE 
TASK 2 


Mr. Davidson's supervisor informs you that there is a carpenter 
shopkeeper position open and they would like to have someone 
who is familiar with carpentry tools and duties. The job pays 
less than a carpenter rate. 

Review the maximum physical requirements that he has provided 
you with on the following page. 
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JOB DESCRIPTION 
CARPENTER SHOPKEEPER 
(with maximum physical requirements) 


Shopkeeper is responsible for keeping all carpenter' 
in order and maintaining proper inventory records 
3 ls. Sends damaged tools out for repair or 

t. 


Ting/Pulling 

ting 

king 

ting 

ling 

atting 

jibing 

aling 

tiding 

king Above Shoulder 


1/2 hour per day 
5 hours per day 

3 hours per day 
2 hours per day* 
1/2 hour per day 
1 hour per day 

0 hours per day 

1 hour per day 

4 hours per day 
0 hours per day 


ting 0 -20 lbs = 2 hours per day 
ting 20 - 50 lbs = 2 times per day 
ting 50 - 100 lbs = 0 times per day 

equires ability to recognize carpenter's tools and 
ired for specific carpenter's duties. 



TASK BOOK 
LIGHT DUTY 
DAVIDSON CASE 
TASK 2 


a. Does it appear that Mr. Davidson can perform these duties? 
Yes No 


b. Briefly give your rationale. 


AFTER YOU HAVE RECORDED YOUR ANSWERS, TURN TO PAGE 124 AND 
COMPARE YOURS WITH THE BOOK ANSWERS. 
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END OP TASK MATERIAL 




TASK BOOK 
LIGHT DUTY 
DAVIDSON CASE 
TASK 2 


Answer : 


Yes, it appears that he is able to perform the job. However 
to be certain, you send Dr. Lawhorn a copy of the maximum 
physical requirements and a copy of the job description and 
have him verify in writing whether the work is suitable. 

Rationale: Working above shoulder level is not required. 
Since he is presumably lifting tools, he would not need the 
of both hands. 


GO ON TO THE NEXT CASE. 



TASK BOOK 
LIGHT DUTY 
NEWBERRY CASE 
TASK 1 


Refer to the Resource f pages 43 - 47. 


Ray Newberry is an electrician who is returning to work after 
being off work two weeks with a job-related injury. 

You know that electricians have to carry equipment and tools, 
some of which are quite heavy. Beyond that, you don't know of 
any special job requirements. 

Review the physician's note on the following page. 
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TASK BOOK 
LIGHT DUTY 
NEWBERRY CASE 
TASK 1 


March 30, 1984 


RE : Ray Newberry 


Patient may return to work. He should avoid 
continuous, heavy lifting and should limit pushing and 
pulling for 2 weeks. 




Don Thompson, M. D. 


TURN THE PAGE. 



NEWBERRY CASE 
TASK 1 


You call Mr. Newberry's supervisor and report the constraints 
listed in Dr. Thompson's note and ask the supervisor if 
suitable work is available. Mr. Newberry’s supervisor has a 
reputation for not accepting employees who are 
limited/restricted. He informs you that he cannot work Mr. 
Newberry until he is able to perform his regular duties. 

TASK: 

What 3 questions would you ask of the supervisor to clarify 
whether the medical constraints conflict with his regular job 
duties? (The CA-17 defines heavy lifting as lifting from 50 to 
100 pounds.) Write your answers below. 


AFTER YOU HAVE WRITTEN YOUR ANSWERS, TURN TO PAGE 128 AND READ 
THE BOOK ANSWERS. 
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END OF TASK MATERIAL 




TASK BOOK 
LIGHT DUTY 
NEWBERRY CASE 
TASK 1 


Answe r : 

Your questions should include the following: 

1* What is the heaviest weight your electricians have to lift? 

2. Do they have to lift anything over 50 lbs continuously? 

3. How much pushing/pulling is required? 


GO ON TO THE NEXT TASK. 



TASK BOOK 
LIGHT DUTY 
NEWBERRY CASE 
TASK 2 


The answers you get to these questions from the supervisor are 
as follows: 

1. Q. What is the heaviest weight your electricians have to 

lift? 

A. The heaviest weight is approximately 50 lbs. 

2. Q. How often do they have to lift 50 lbs? 

A. Only once a day. 

3. Q. Do they have to lift 50 lbs continuously? 

A. No. The only thing lifted continuously are hand tools 
weighing up to 15 or 20 lbs. They might lift those for 
an hour or two continuously. 

4. Q. How much pushing/pulling is required? 

A. Only occasionally - maybe once or twice a day. 

You and the supervisor informally record these answers during 
the conversation. The results that you have jotted down are: 


Maximum Physical Requirements 
Ray Newberry - Electrician 


Lifting 0-20 lbs. 
Lifting over 50 lbs 
Pushing/Pulling 


Continuous - 2 hours a day 
Intermittent and Seldom - 1 time/day 
Intermittent and Seldom - 1 time/day 


TURN THE PAGE TO ANSWER THE QUESTION. 
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TASK BOOK 
LIGHT DUTY 
NEWBERRY CASE 
TASK 2 


Can Mr. Newberry perform his full duties as an electrician 
without violating his medical constraints? Check your answer 
below. 


Yes 


No 


AFTER YOU HAVE WRITTEN YOUR ANSWER, COMPARE IT WITH THE BOOK 
ANSWER ON PAGE 131. 
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END OP TASK MATERIAL 




TASK BOOK 
LIGHT DUTY 
NEWBERRY CASE 
TASK 2 


Answer : 

Yes. Regular duties will not require that he do any continuo 
heavy lifting - he would lift heavy weight only intermittent! 
once a day. Also, regular work will not require him to push 
pull more than once a day. 


TURN THE PAGE AND DO THE NEXT CASE. 
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.LIGHT DUTY 
SAUNDERS CASE 
TASK 1 


On the following pages (133 - 139) review the CA-1 for 
Joseph Saunders, Dr. Right's CA-17 dated 1/13/84, and the 
light duty job descriptions. 

Select the light duty assignment that best meets the work 
limitations for Joseph Saunders. Then go to the worksheet on 
page 140. 



U.S. DEPARTMENT OF LABOR 

EMPLOYMENT STANDARDS ADMINISTRATION 
OFFICE OF WORKERS' COMPENSATION PROGRAMS 

FEDERAL EMPLOYEE'S NOTICE OF T RAUMATIC INJURY 

AND CLAIM FOR CONTINUATION OF PAY/COMPENSATION 

t. Name of Injured Employee (Last, first, middle) 

-2 a_ < jl yi ci ^ OC £ '9^- ^ * 

2. Date of Birth 3. Q^ale 4, Social Security Number 

Q Ftmale o/a-uv-3*// 

B. Employee', Home Mailing Addreu (Nostreet, city, ttate, tip code) 6. Home Telephone 

^ Area Code. 

r <L... Hi. fly 1 Sv 3f Numb4r: H 3^’ - 

7. Name end Addres* of Employing Agency 

iJL . £ ‘'P o$4eJ£ .S j 

Hcd ^ 0.^54!^. S4-<« : 'Ca‘ 

, f v w. ai?33-*Kc 

8. Place Where Injury Occurred (e g, f 2nd floor , Main Post Office 

Bldg., 12th & Pine ) r t \ i \ A 

£ -SAy > 

9, Data and Hour of Injury 10. Date of Thlt Notice 

(mo., day, year) □ AM (mo., day, year) 

\ - '3>- 5- H S.'OO B'pm \~ 3 - <S 1 

11. Dependent! «-* 12. Employee'! 

Wife/Husband M Occupation 

Children Under 18 Years Old £3 L “ r 

13. Cause of Injury (Describe how and why the injury occurred) 
ow \ t Y ^ C\. O 9 VVW Q VN-”^" 

CW^ Vvrv^ 

14. Nature of Injury (Identify the part of the body injured, e,g„ 
fractured left teg , etc J 

hi~4.r bdcA -&i( 

16. If Thli Notice end Claim Wei Not Filed With The Employing Agency Within 2 Working Days After The Injury, E xplaln The Roewn 

For The Delay. 

16. 1 certify that the Injury described above was sustained In perform an 
It was not caused by my willful misconduct, Intent to Injure myself 
treatment, If needed, and the following, as checked below, while dli 

CD a. Sick and/or annual leave 

ETb. Continuation of regular pay not to exceed 46 days and coj 
days (If my claim Is denied, 1 understand that the contlnu 
be deemed an overpayment within the meaning of 6 USC 

s 

ca of duty as an employee of the United States Government and that 
or another parson, nor by my Intoxication. 1 hereby claim medical 
tabled for work: 

mpensatlon for waga loss If disability for work continues beyond 46 
atlon of my regular pay shall be charged to sick or annual leave, or 

5684). 

. CC-,- 

C 

Signature of Employee or Person Acting on Hls/Her Behalf 

17. SUtamant of Witness (Describe what you saw, heard or know about this Injury) 

IB, Wltnete' Signature 19. Wltrwee’ Addrw* 20. Date Signed 

(mo., day, year) 


Form CA-l 


Rev, Nov. 1974 
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21. Department or Agency 

O, -S . rv'.td. 


OFFICIAL SUPERIOR'S REPORT OF TRAUMATIC INJURY 


22. Bureau or Office 

* Vv^_ £ 


23. Name and Add^f^orjj Offig^x^ c/t£ta(e, Zip Code} 


iLao. 


24. Regular Work Day 

"7*$^ 0 AM 

fle01 "* □ PM E "* 


.^, SW 04-&I ^y. Ym. 

^ m 1 26. Niimhiar rtf Mnnw I Ofc rii n ~ t_i n. . m... 


□ am 

H *'09 0>M 


26, Number of Hour* 
Worked Per Day 

X 


26. Circle Day* Paid Per Week 


27. Date and Hour of Injury 
(mo., day , year) 

I -1 - 8^ Dam 
3, J ©o' Gfa m 


— 1 

28. Date Reporting Office 

— J ^ 

29, Date and Hour Stopped 

Received Notice of injury 

Work 

(mo., day, year ) 

(mo., day, year) 

1 - 3 - S f 

I -3-W z:oc 


30. If Pay Hai Been Terminated, 
Give Date 
(mo., day , year) 

J> >V /V I 14 


31. 45 Day Period Begin* 
(mo,, day , year) 

l-H-M 


Stopped Work 

$^i£_S.r JfXL 1 


33. Date and Hour Employee Returned 
to Work 

(mo., day , year ) □ AM 

□ pm 


34. Name of Supervleor At Tlme.of 
Injury 

~T V\ trv^O-S. tO’v 


35. We. Employe. In Performance of Duty At The Time of Injury? J^Ym, Q No? If No, Furnl* A Detailed Explanation Or A Copy 
of Employing Agency'* Investigation Report, ^ 


36, Wa* Injury Caueed By Willful Misconduct, Intoxication or Intent To Injure Self or Another? 
Qyb. ISTno. If Yes, Furnish Defiled Report, 


37. Wei Injury Caused By Third Party? Q Yei jJSjfNo, If Vet, Furnlth Name and Addrat. of Party Rwponilbla. 


38. Date Employee First Obulned 
Medical Care for The Injury 
(mo., day, year) 


l - 3 - 


39. Name and Addres* of Physician First Providing Medical Care 

V-.o^a-^'v ^ ( 

ViVl 'NVxJl VVcuA 

^tsAV* yvtrvf , M^O. Q I ff 3o 


40. Do Medical Report* Show 
Employee li Disabled For 
Work? 


My w □ 


No 


41 . Doe* Ypur Knowledge of The Fact* About Thl* Injury Agree With The Statement* of The Employee And/Or Wltnese? 


uoe* Ypur Knowledge of The Fact* About Thl* Injury Agree Wl 
‘ffires \jHo. If No, Furnish A Detailed Explanation, 


42. Doe* The Employing Agency Controvert Continuation of Pay? dva. cafio. If Yes, Give Full Explanation For Baal* of 
Controvefslon (See Item 6 of Instruction Sheet). Attach Additional Sheets If More Space I* Needed, 


43. Signature of Supervisor 

ffVv^tW S-Cju’.I-s 




44, Title and Office Phone Number 






* vS SOS 




45. Date (mo., day , year) 


l -3 - y/ 
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OMB No, 1215-0103 -Exp. 9-30-32 


1 


U.S. DEPARTMENT OF LABOR 

Employment Standards Administration 

Office of Workers' Compensation Programs (OWCP) 


DUTY STATUS REPORT 


The following request for information is authorized by law (5 USC 8101 et seq.) Benefits and/or medical services expenses may 
not be paid or may be subject to suspension under this program unless this report is completed and filed as requested. 
Information collected will be handled and stored In compliance with the Freedom of Information Act, the Privacy Act of 1974 
and the OMBCIr, A-108, 

PART A — SUPERVISOR 

. NAME AND ADDRESS OF THE MEDICAL FACILITY AUTHORIZED TO PROVIDE MEDICAL SERVICES 


L?yi5 <5 j?i£Vh+ , 

J3l3 St PIaci* 

oojfoj Hb 


1 2. EMPLOYEE'S NAME (Last, first , middle ) 

3. DATE OF INJURY 

4. OCCUPATION 

5 SOCIAL SECURITY 



(Mo., day, year) 


NUMBER 

6<\vneUr£, 

■Joseph A 

1 1 if 

(v£+l<er 

01^- bH-30>! 


6. DESCRIBE HOW THE INJURY OCCURRED AND PARTS OF THE BODY AFFECTED. 

iMl m ic<^ pfXv^rn-s-K.t, (r\\,\jun i, low fcu-clc 


7. DESCRIPTION OF REGULAR WORK INCLUDING PHYSICAL REQUIREMENTS 


a. E XPOSUR E {Check applicable exposure end fill In number of hours of exposure each work day) 

HEAT COLD 5 KoUITS - NOISE DUST 

FUMES STRESS OTHER 


b. PHYSICAL REQUIREMENTS OF REGULAR WORK 


Frequency (Provide frequency , Le., number of times or hours per day. In 
appropriate box). 


SEDENTARY - LIFTING 0 to 10 POUNDS 
LIGHT - LIFTING 10 to 20 POUNDS 
MODERATE - LI FTING 20 to 50 POUNDS 
HEAVY - LIFTING 00 to 100 POUNDS 
PULLING/PUSHING, CARRYING 
REACHING OR WORKING ABOVE SHOULDER 


WALKING ( HOURS) 

STANDING { HOURS) 

SITTING ( HOURS) 

STOOPING { HOURS) 

KNEELING ( HOURS) 

REPEATED BENDING ( HOURS) 

CLIMBING < HOURS) 


OPERATING A MOTOR VBHICLE, CRANE, TRACTOR 
OTHBRi 



8, SEND A COPY OF THIS REPORT TOr 

9, NAME AND ADDRESS OF EMPLOYING AGENCY, WHICH ! 


13 TO RECEIVE THE ORIGINAL REPORT, 

U.S. DEPARTMENT OF LABOR 

1(..5 PpsfeU Service, 

Employment Standards Administration 

Office of Workers 1 Compensation Programs 

^IDO t SOvecT 

ScuLCd K<\ 3IXS3 ■ c i l iOS' 


INSTRUCTIONS FOR COMPLETION AND 
SUBMISSION OF DUTY STATUS REPORT 


SUPERVISOR: Complete Part A, The form should then be referred to the attending physician for completion of Part B. 

ATTENDING PHYSICIAN: Complete Part B. The original form should be returned to the employing agency (as shown in 
Item 9). To prevent interruption in the continuation of the employee's pay, the completed form should be returned to the 
employing agency within two days following examination and/or treatment. A copy of the form should also be sent to the 
0WCP (as shown In item 8). 
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PART B - PHYSICIAN 

10. IS THE EMPLOYEE ABLE TO PERFORM HIS/HER REGULAR WORK (Described In Item 7 )? □ YES &1*> 

(If yes. In dies re whether Pert or Full-Time end dete ebta to resume such work) 

□ PART TIME □ PULL TIME Dete (M 0„ day ; year) 

Hours a day 


11. IS THE EMPLOYEE ABLE TO PERFORM LIGHT WORK? □ NO CfYE8 t IP YES, CHECK THE WORK TOLERANCE LIMITATIONS 
WHICH ARE DUE TO THE INJURY. {Including Preexisting Conditions.) 


PHYSICAL LIMITATIONS 

SEDENTARY - LIPTINO 0 to 10 POUNDS 
LIGHT - LIFTING 1 0 to 20 POUNDS 
MODERATE - LI PTING 20 to SO POUNDS 
HEAVY - LIFTING SO to 100 POUNDS 
PULLI NO/PUSHING, CARRYING 
REACHING OR WORKING ABOVE SHOULDER 
WALKING ( * HOURS) 

STANDING < 1 HOURS) 

SITTING ( 6 HOURS) 

STOOPING ( c> HOURS) 

KNEELING i * HOURS) 

REPEATED BENDING ( 9 HOURS) 

CLIMBING { 0 HOURS) 

OPERATING A MOTOR VEHICLE, CRANE, TRACTOR, ETC. 
OTHER! 

exposure LIMITATIONS (Specify) \ 


12. IF THE EMPLOYEE 18 TOTALLY DISABLED FOR DUTY, GIVE A BRIEF REPORT AND PROGNOSIS 


13. period OF disability (If termination date unknown , to»lndJcetef 

14. DATE EMPLOYEE ABLE TO RESUME WORK (Mo., day, year) 

TOTAL DISABILITY FROM 

TO 

LIGHT WORK ET* 


PARTIAL DISABILITY FROM lj$fZ If 

to ofinti flying 

REGULAR WORK □ 


15 IF EMPLOYEE IS ABLE TO RESUME WORK HAS HE/SHE BEEN ADVISED? B'YES □ NO, IF YES, FURNISH DATE ADVISED 
(Mo., day , yesrk 




10, DIAGNOSIS OF CONDITION DUE TO INJURY 

IctYwIrO SO\ 0 J vn. 


FULL 

RESTRICTION 

PARTIAL 

RESTRICTION 

NO 

RESTRICTION 



























v * 0 
















S - 






Far tala by lha Superlnundant of Dooumaata, U.8. Covammant Println* Oflet, Waiblngtoo, D.C, 30*02 
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TASKBOOK 
LIGHT DUTY 
SAUNDERS CASE 
TASK 1 


JOB DESCRIPTION 
Office Clerk 


Physical Requirements: Ability to use both hands. No lifting, 
bend stopping, climbing, reaching above shoulders required. 
Ability to do limited walking/standing preferred but not 
required . 

Environmental Factors: Office work. Sedentary using a swivel 
chair with arm and backrests. Elevation of limbs as well as 
canes and crutches permissible. 

Proficiency: General office work. Handwriting and 

alphabetizing skills preferred. Some use of office equipment 
such as xerox machines. 

Schedule : Off days: Saturday/Sunday 

Reporting time: 6:00 a.m. to 8:30 a.m. on the 
half hour 

Available 
Assignments : 


Zip Code Unit 

Rm 

512 

6 

: 00 

a - 

.m. 

Centralized Forms 

Rm 

407 

6 

: 30 

a, 

.m. 

Medical Unit 

Rm 

326 

7 

: 00 

a , 

.m. 

Personnel 

Rm 

509 

7 

: 30 

a , 

► m. 

Certification/Testing 

Rm 

302 

8 

: 00 

a , 

,m. 

Claims and Tracers 

Rm 

517 

8 

: 30 

a< 
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TASKBOOK 
LIGHT DUTY 
SAUNDERS CASE 
TASK 1 


JOB DESCRIPTION 


Mark-Up Clerk 


Physical Requirements; Ability to lift 10 pounds. Chiefly 
sedentary work with the ability to do limited walking, 
standing, bending and twisting. No squatting, climbing or 
kneeling. No work above shoulder level. Must have one good 
arm preferably the one they write with. 

Environmental Factors; Factory environment. Sitting in a 
chairback drafting stool with no armrests. Elevation of limbs, 
canes, crutches, and open toed shoes not allowed. 

Proficiency : Mark up address corrections and manually file the 

corrected mail. Handwriting and ability to file mall by zip 
code required. 

Schedule : Off days: 2 days to be negotiated; this is a 7 

day-a-week operation 

Reporting Time: 24 hour a day operation - hours 
to be negotiated 

Assignment ; Centralized Mark-Up Unit, Room 208 
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TASK BOOK 
LIGHT DUTY 
SAUNDERS CASE 
TASK 1 


JOB DESCRIPTION 
File Clerk 


Physical Requirements; Ability to lift 25 pounds. Primarily 
standing work with ability to do limited sitting. Bending, 
twisting, and reaching above shoulders required. No squatting, 
climbing or kneeling. Must have one good arm. 

Environmental Factors : Factory environment. Standing and 
filing mail wit ft the ability to do limited sitting on a stool. 
No arm or backrest available. Elevation of limbs, canes, 
crutches, and open-toed shoes not allowed. 

Ability to file mail by zip code. 

24 hour a day, 7 day a week operation. Two 
off-days to be negotiated. 

Main Post Office, second floor, operation 430. 


Proficiency: 

Schedule: 

Assignment: 
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TASK BOOK 
LIGHT DUTY 
SAUNDERS CASE 
TASK I 


On the choices below, circle the letter in front of the job 
that best meets Mr. Saunders' work limitations. Then turn to 
the page indicated next to your choice. 

a. Office clerk. Turn to page 161, Box 4. 

b. Mark-up clerk. Turn to page 142, Box 1. 


c. Pile clerk. Turn to page 141, Box 2. 
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From page 105 




Correct. The file is missing (d) - a response from the 
employee's supervisor indicating if there are any other 
expenses that the employee incurred. You canrtot figure 
the lien without this response. 

Turn to page 100 to continue the case. 


From page 140 


No. The file clerk position has physical requirements 
that exceed work limitations of: 

1) lifting 25 lbs 

2) bending 

3) reaching above shoulder 
Return to page 140 and try again. 


From page 96 


Although the claimant did not claim third party liability, 
this does not determine liability. You still need 
evidence. 


Return to page 96 and try again 


From page 97 



No. It is possible that there were witnesses, and that 
you could find them to interview, but this would mean a 
time consuming investigation. There is a better way. 

Return to page 97 and make another selection. 
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From page 14 0 


No. The position of mark-up clerk (choice b. ) has 
physical requirements that exceed his work limitations: 

. ability to lift 10 lbs. 

. bending 

. limited walking and standing may possibly exceed 
his work limitations. 


Return to page 140 and try again. 



From page 78 

No, you would not terminate COP because fact of injury is 
not grounds for terminating COP. 

Turn to page 81 for the next case. 



From page 96 

No. There is no evidence of faulty equipment. 

Return to page 96 for another try. 


From page 105 


No. This is in the file. 

Return to page 105 for another try. 









TASK BOOK 
LIGHT DUTY 
SAUNDERS CASE 
TASK 2 


a. of the available office clerk assignments which should 

Mr. Saunders be given? Circle the letter of your choice. 
Then answer question b. below before turning to the page 
indicated. 


1. Zip Code Unit Rm 512 6:00 a.m. Turn to page 168, 

Box 4 . 


2. Centralized Forms Rm 407 6 :30 a.m. Turn to page 167, 

Box 2. 


3. Medical Unit Rm 326 7:00 a.m. Turn to page 169, 

Box 1 . 


4. Personnel Rm 509 7:30 a.m. Turn to page 161, 

Box 1. 


b. Briefly state below why you chose the answer you did. 
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TASK BOOK 
LIGHT DUTY 
SAUNDERS CASE 
TASK 3 


Mr. Saunders returned to his treating physician , Louis S. 

Right, M.D. on 1/17/84 for a follow-up appointment. Review the 
attached CA-17 dated 1/17/84 and determine if Mr. Saunders is 
still in the limited duty assignment which best meets his 
physical restrictions. 

If not, use the position descriptions provided in TASK 1 
(pages 137 - 139) and think about whether you would reassign 
him to one of these positions or Keep him in the office clerk 
job. 

After reviewing the position descriptions, go to the worksheet 
on page 147 and answer the questions. 



umo No. uib-tnm -bxp.tMU-az 


U.S. DEPARTMENT OF LABOR 

Employment Standards Administration 

Office of Workers' Compensation Programs (OWCP) 


DUTY STATUS REPORT 


The following request for information is authorized by law (5 USC 8101 et seq.) Benefits and/or medical services expenses may 
not be paid or may be subject to suspension under this program unless this report Is completed and filed as requested. 
Information collected will be handled and stored In compliance with the Freedom of Information Act, the Privacy Act of 1974 
and the OMB Cir. A*108. . 


PART A -SUPERVISOR 


2 EMPLOYEE'S NAME (Last, first, middle ) 

3. DATE OF INJURY 

4. OCCUPATION 

6. SOCIAL SECURITY 

(Mo., day, year) 


NUMBER 

$0uu)ntt£,r 5 t /V 


ielkv Curler 

0/2- Hf- Soil 


1 NAME ANO ADORESS OF THE MEDICAL FACILITY AUTHORIZED TO PROVIDE MEDICAL SERVICES 

kol)l 5 S 

i*ra st rau PhtJL. 

'Ba.(k) M d o 


6 DESCRIBE HOWTHE INJURY OCCURRED AND PARTS OF THE BODY AFFECTED. 

r^U </n J Iviu (racj^ 


7. DESCRIPTION OF REGULAR WORK INCLUDING PHYSICAL REQUIREMENTS 
a. E XPOSURE (Check applicable exposure end fill In number of hours of exposure each work day) 


HEAT . 


COLD 


5- /iouf-s 


FUMES 


STRESS 


NOISE _ 
OTHER 


DUST „ 


b. PHYSICAL REQUIREMENTS OF REGULAR WORK 


SEDENTARY - LIFTING 0 to 10 POUNDS 
LIGHT - LIFTING 10 to 20 POUNDS 
MODERATE - LIFTING 20 to 50 POUNDS 
HEAVY - LIFTING 50 to 100 POUNDS 
PULLING/PUSHING. CARRYING 
REACHING OR WORKING ABOVE SHOULDER 


Frequency (Provide frequency , f.e number of times or hours per day. In 
appropriate box), 


HOURS) 

HOURS) 

HOURS) 

HOURS) 

HOURS) 

HOURS) 

HOURS) 

OPERATING A MOTOR VEHICLE, CRANE, TRACTOR, ETC. 
OTHER: 


WALKING 

STANDING 

SITTING 

STOOPING 

KNEELING 

REPEATED BENDING 

CLIMBING 


LITTLE OR NONE 

MODERATE 

OFTEN 



7 ~ : 



C ihoW 



V - 

n 





.3 W<jva 






5 14 ... 



3 ' 

novic 






_ rvQYX. 



1.1.. VM*. .... 


1 

A- hnnC 



n<m<2^ 







S. SEND A COPY OF THIS REPORT TO: 

U.S. DEPARTMENT OF LABOR 
Employment Standards Administration 
Office of Workers’ Compensation Programs 


9. NAME AND ADDRESS OF EMPLOYING AGENCY, WHICH 
IS TO RECEIVE THE ORIGINAL REPORT. 

U-S.pS 

io 0 8 St 

fu 3/X 33. 


INSTRUCTIONS FOR COMPLETION AND 
SUBMISSION OF DUTY STATUS REPORT 

SUPERVISOR: Complete Part A, The form should then be referred to the attending physician for completion of Part B. 

ATTENDING PHYSICIAN: Complete Part B. The original form should be returned to the employing agency (as shown in 
item 9). To prevent interruption in the continuation of the employee's pay, the completed form should be returned to the 
employing agency within two days following examination and/or treatment. A copy of the form should also be sent to the 
OWCP (as shown in item 8). 


-14 5- 


Form CA-17 
Rev. July 1981 





PART B - PHYSICIAN 


10. IS THE: EMPLOYEE ABLE TO PERFORM HIS/HER REGULAR WORK (Described in item 71? □ YES GKNO 

(If yas, indicate wlwtlwr Part or Full Time and data able to resume such work) 

□ PART TIME n PULL TIME Onto (Mo , day, year) 

Hours a day 


1 1. IS THE EMPLOYEE ABLE TO PERFORM LIGHT WORK? □ NO CKyES 
WHICH ARE DUE TO THE INJURY, (Including Preexisting Conditions.) 


IF YES, CHECK THE WORK TOLERANCE LI Ml TATIONS 


PHYSICAL LIMITATIONS 


PULL 

RESTRICTION 

PARTIAL 

RESTRICTION 

” NO~ 

RESTRICTI 0^ 

SEDENTARY - LIFTING 0 to 10 POUNDS 



■ v 

LIGHT - LIFTING 10 to 20 POUNDS 





_ . . 

MODERATE - LIFTING 20 to 50 POUNDS 





HEAVY - LIFTING 50 to 100 POUNDS 

^ " 




PULLI NG/PUSH 1 NG , CARRYING 






REACHING OR WORK 1 NG ABOVE SHOULDER 




WALKING ( *1 

HOURS) 




STANDING ( l { 

HOURS) 





SITTING ( 

HOURS) 





STOOPING ( / 

HOURS) 


! ^ ~ “ 


KNEELING ( j 

HOURS) 


1/ 



REPEATED BENDING ( t 

HOURS) 





CLIMBING i 0 

HOURS) 




OPERATING A MOTOR VEHICLE, CRANE, TRACTOR, ETC, 




OTHER: 

1 





EXPOSURE LIMITATIONS (Specify) ‘ 


12. IF THE EMPLOYEE IS TOTALLY DISABLED FOR DUTY, GIVE A BRIEF REPORT AND PROGNOSIS 


13, PERIOD OF DISABILITY (if termination dato unknown, so* indicate) 

TOTAL DISABILITY PROM TO 

PARTIAL DISABILITY FROM TO CCX&\ HU l A 


14. DATE EMPLOYEE ABLE TO RESUME WORK (Mo , day. yutir ) 

LIGHT WORK Vf 1 InlVl 
REGULAR WORK □ 


15, IF EMPLOYEE IS A13LF TO RESUME WORK, HAS HE/SI1E BEEN ADVISE D7 0YES □ NO. IF YES, FURNISH DATE ADVISED 

(Mo., day, year) 


IQ. DIAGNOSIS OP CONDITION DUE TO INJURY 


IJLS&tc X.cufi'i (ro £ u* ch-o-l' cIaaa/X- 


17, DATE OP, EXAMINATION 


i(nlj5H 


19. SIGNATURE AND TYPED OR PRINTED NAME OF 
PHYSICIAN 


18. DATE8 OF FURTHER APPOINTMENTS, IF ANY 

TlnlipJ 

20, PROFESSIONAL DEGREE 


do las 5 fWr 


& 


2t DATE (Mo., day, year) 


n ] s'-/ 


For Ml# by tlio Suptrlntendontol l)ocum«ntj, U.8. Qovoninitnt Printing Ofllc#, WmIiIiijIoh. D,0, 20402 
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>0K 
>UTY 
tS CASE 


nders has shown some improvement. Circle the letter 
►f the decision you would make at this point regarding 
nders' job. 


p him in the office clerk job. Turn to page 167, Box 


ssign him to the mark-up clerk job. Turn to page 161 


ssign him to the file clerk job. Turn to page 168, 
2 . 
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TASK BOOK 
LIGHT DUTY 
RYAN CASE 
TASK 1 


Review the CA-17 for James Ryan and the job description for 
Welder, WG-3703-10 on the following three pages. Then do the 
task on page 152. 
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OMB No. 1215-0103 -Exp. 9-30-82 


U.S. DEPARTMENT OF LABOR 

Employment Standards Administration 

Office of Workers' Compensation Programs {OWCP} 


DUTY STATUS REPORT 


The following request for information is authorized by law (5 USC 8101 et seq.) Benefits and/or medical services expenses may 
not be paid or may be subject to suspension under this program unless this report is completed and filed as requested. 
Information collected will be handled and stored in compliance with the Freedom of Information Act, the Privacy Act of 1974 
and the OMB Cir, A-108. . 


PART A - SUPERVISOR 



2 EMPLOYEE'S NAME (Last, fust, middle 


3 . DATE OF INJURY 4. OCCUPATION 

(Mo , day , /ear) a 1 


5. SOCIAL SECURITY 
NUMBER 


6, DESCRIBE HOW / TH& / fNJUR Y OCCURRED AND PARTS OF THE BOOY AFFECTED, 




^ r 1 1 QJ LCD .b. 1-CC2 I0c ]cjc?tf~ Q^rs JD OC v .V.C . .!s 

7. DESCRIPTION OF REGULAR WORK INCLUDING PHYSICAL REQUIREMENTS 

O 

a, EXPOSURE (Check applicable exposure and fill in number of hours of exposure each work day) j 

HEAT COLO NOISE ^ ^ /X^L 


4 “b Ivv 


b PHYSICAL REQUIREMENTS OF REGULAH work Frequency (Provide frequency, t,Q., number of times or hours per day , in 

appropriate box). 


SEDENTARY ~ LIFTING 0 to 10 POUNDS 
LIGHT - LIFTING 10 to 20 POUNDS 
MOOERATE *- LIFTING 20 to 50 POUNDS 
HEAVY - LIFTING 50 to 100 POUNDS 
PULLING/PUSHING, CARRYING 
REACHING OR WORKING ABOVE SHOULDER 


WALKING { HOURS) 

STANDING ( HOURS) 

SITTING ( HOURS) 

STOOPING ( HOURS) 

KNEELING { HOURS) 

REPEATED BENOlNG ( HOURS) 

CLIMBING { HOURS) 

OPERATING A MOTOR VE HICLE, CRANE, TRACTOR, ETC, 



B, SEND A COPY OF THIS REPORT TO; 

U.S. DEPARTMENT OF LABOR 
Employment Standards Administration 
Office of Workers' Compensation Programs 


9. NAME AND ADDRESS OF EMPLOYING AGENCY, WHICH 
IS TO RECEIVE THE ORIGINAL REPORT. 

A / AVfjL. ^Sj,P l 

rJca&lk w. 


INSTRUCTIONS FOR COMPLETION AND 
SUBMISSION OF DUTY STATUS REPORT 

SUPERVISOR: Complete Part A. The form should then be referred to the attending physician for completion of Part B. 

item oi Tnn Complete Part B. The original form should be returned to the employing agency (as shown in 

TZolZZZ T m '°: m , the COntinUati0n 0f the emp, °V ee ' s pa V, the completed form should be returned to the 
oOTiSSrr ” 9 * ndA » A “PV of th. form thoold .bo b, to tl,« 
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Form CA-17 
Rov. July 1981 





PART B - PHYSICIAN 


EMPLOYEE ABLE TO PERFORM HIS/HER REGULAR WORK (Described in item 7)? 
indicate whether Part or Full Time and date able to resume such work ) 


□ YES EHtfT 


RT TIME 
tirt a day 


FULL TIME 


ETful 

(l 


Date (Mo., day, year) 




'J-h 


)/ of) 'I cl. Id 6f\ A/ /• J n 
0 VS /v / c nd) ^ S’ ir) ^LcJJc 


ir) ^ k -5 


EMPLOYEE ABLE TO PERFORM LIGHT WORK? D NO L) YES, IF YES, CHECK THE WORK TOLERANCE LIMITATIONS 
ARE DUE TO THE INJURY. ( Including Preexist mg Condi ttons ) 


■ AL LIMITATIONS 
TARY LI FTING 0 to 10 POUNDS 
- LIFTING 10 to 20 POUNDS 
l ATE - LIFTING 20 to CO POUNDS 
- LIFTING CO to 100 POUNDS 
IG/PUSI II NG , CARRYING 
ING OR WORKING ABOVE SHOULDER 


SIG ( 

HOURS) 

ING ( 

HOURS) 

3 i 

HOURS) 

NG < 

HOURS) 

ING < 

HOURS) 

TED BENDING ( 

HOURS) 

NG ( 

HOURS) 


TING A MOTOR VEHICLE, CRANE, TRACTOR, ETC. 
JRC LIMITATIONS (Specify). 



EMPLOYEE IS TOTALLY DISABLED FOR DUTY, GlVt A BRIEF REPORT AND PROGNOSIS 


Oul 


ULA-*LuX a — - 

odr 


Vlivtx; 

OF DISABILIT Y (If te rmination date unknow^ so* indicate} ^ 


DISABILITY FROM- 
,L DISABILITY FROM 


^ TO z&h y'A 




TO 


=diA 


14. DATE EMPLOYEE ABLE TO RESUME WORK (Monday, year) 
LIGHT WORK 


REGULAR WORK □ 1 ^ 


{ kIuj 0 


coec- 


l<^ 


_OYEE IS ABLE TO RESUM'D WORK, HAS HE/SHE BEEN ADVISED? □ YES D NO, IF YES, FURNISH DATE ADVISED 
V, year) 


DSIS O/^CONDITION DUE TO INJURY 
h» 


%'L 


' \y~s V" 


Vv~tVv yPvxxljx^ q^_ ^ cvl*±jLL~ . 

Otsf\n*J± 




jf e\ti 




\MINATI ON 

L 3/S2 

"URE r AND TYPED OR PRINTED NAME OF 
IAN 


18. DATES OF .FURTHER APPOINTMENTS) IF ANY 

link? 


Ik, ._L 


20 PROM.SSIONAL DEGREE 


Pi 



For iftlo by tlio Superintendent ol Document*, U.H, Government rrintlnt Office, Wwhtnglon, D.C. 20tW 
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TASK BOOK 
LIGHT DUTY 
RYAN CASE 
TASK I 


JOB DESCRIPTION 
Welder, WG-3703-10 


Performs all types of welding on all types of surfaces, 
such as deck plates, ship's hull, fitting, etc. Is 
knowledgeable of all welding processes, e.g., MIG, TIG. Is 
able to perform work with normal supervision. 

Assists and instructs helpers and apprentices in the trade. 

Incumbent is required to work in all types of environment, 
and is exposed to heat, noise and cold on board ships and 
subs. Must be able to weld in any and all types of positions, 
i.e., kneeling, stooping, bending. May be required to lift up 
to 30 lbs. Climbs on board ships and subs. 

Incumbent will be required to recertify his or her 
qualifications at two year intervals in the various types of 
welding processes. 
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TASK BOOK 
LIGHT DUTY 
RYAN CASE 
TASK 1 


Circle below the letters of those physical job requirements 
enumerated in the job description on page 151 that conflict 
with Mr. Ryan's work limitations. 

a) Light lifting - 10 to 20 pounds 

b) Moderate lifting - 20 to 50 pounds 

c) Heavy lifting - 50 to 100 pounds 

d) Pulling, pushing, carrying 

e) Reaching or working above shoulder 

f) Walking 

g) Standing 

h) Sitting 

i ) Stooping 

j) Kneeling 

k) Repeated bending 

l) Climbing 

m) Operating a motor vehicle, crane, tractor, etc. 


WHEN YOU HAVE COMPLETED THE TASK, TURN TO PAGE 153 AND COMPARE 
YOUR ANSWER WITH THE BOOK ANSWER. 



END OF TASK MATERIAL 




TASK BOOK 
LIGHT DUTY 
RYAN CASE 
TASK 1 


Answer: 


You should have circled the following letters 

b) Lifting 20 - 50 lbs 
i ) Stooping 
j } Kneeling 

k ) Repeated bending 

l ) Climbing 


TURN THE PAGE FOR THE NEXT TASK. 
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TASK BOOK 
LIGHT DUTY 
RYAN CASE 
TASK 2 


You solicit a Personal Qualifications Statement, SF-171, from 
Mr. Ryan. The purpose of this is to obtain current information 
regarding his experience, education, and training, for possible 
job placement. 

Examine Mr. Ryan's 171 on the following pages. Assume that 
each description of duties is complete. Focus on the types of 
jobs he might be qualified for. 

After you review the 171 go to the worksheet on page 160 and do 
the task. 
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'sonal Qualificatfons Statement 

instructions b&tore completing form 


Form Approved 
OMB No. 3206-0012 


id of position yob) you are filing lor (or title and number of announcement) 


tions Jor which you wish to be considered (if listed tn the announcement) 


me phone 

as i aai?f 


Number 


v^/or statistics only) 
ale | [ Female 


ame (Lnt, Fust Middle) 


<5 Work phone 

M C T I 1 | 


6 Other last names overused 



3 L 


treel addr^or RFf? no Imdvde apartment no liany) 








Staley 

Xc 


<X 


Ihplace {City <S State I or foreign country) 


ZIP Code 

[333 £ 1 



Pnih, day. year) 

\<aHr<a 


10 Soetii" Security Number 

34 ?- <o- \nic3 


you have ever been employed by Ihe Federal Government as a civilian, give your 

jhesl grade classification series, and job title 

lies of sendee in highest grade (Month day and year) 

sims 


om 


yoti currently have an application on hie with the Office of Personnel Management 
' appointment to a Federal position, list (a) (he name of ihe area office mamta ming 
ur application, (b) the position for which you filed, and (tf appropriate) (0 the date 
your notice of rating, (d) your identification number and (e) your rating 



PAY 


GRADE 

per | 


I 50 E 3 


14 When will you be avail- 

able for work? {Month 
t d year) 





□ 

■ 

H 






DO NOT WRITE IN THIS BLOCK 

FOR USE OF EXAMINING OFFICE ONLY 


Me 

terial 

Submitted 

Returned 

Entered register 


Notations 



Grade 

Earned 

Rating 

Preference 



■ 


r— | $ Points 

L J tfenl ) 



■ 


10 Pis 30% 

( — | or More 

L-, I Comp Ois 



■ 


10 Pis Less 
i— - 1 Than 30% 

I | Comp D-iS 





i — | Oiher 
\ I nmims 




‘ 

1 \ Disallowed 


Initials and date 




1 

| — l Being 

l J invescigaied 



THIS SPACE FOR USE OF APPOINTING OFFICER ONLY 
Preference has been verified through proof that the separation 
was under honorable conditions, and other proof as required 
10 Poinis 30% or 10 Po-mls less 

□ cd.,.. I 1 Wore Compensable r— i Than 30% Compen r — llOPcini 

5 Pomt j j j | sa bie D>sab»hly | | Oilier 


Signature and title 


Agency 


Date 


YES 

m 





□ 

4*- ' 


i you available for temporary employment lasting 

ceptanc e or refusal of lem* A Less lha n 1 m on th? . , 

ary employment will not _ i 

id your consideration for 8 1 to 4 months? 

er appointments) C 5 to 12months?, 


State and local government agencies? 
Congressional and other public offices? 
C Public interna tronaJ organizations?, . 


ere will you accept a job? 

YES 

NO 

18 Indicate your availability for overmgnt travel i 

19 Are you available for part-time positions 

lit the Washington, D C Metropolitan area? 



A Not available lor overnight travel . 


^ (fewer than JO hours per week) offering 

Outside the 50 United Stales? . , , . 



^ B \ to 5 nights per month . ... .... 


A 20 or fewer hours per week? 

Anyplace in the United States? 



^ 0 6 to tonights per month 


B 21 to 31 hours per week? 

Only in (specify locality) 



0 11 or more nights permonth. . 

— 

C 32 to 39 hours per week? 



eran Preference Answer alf parts. If a part does not apply to you, answer NO’ 

Have you ever served o.i active duly In the United Slates mditary service? (Exclude tours of active duty for training in Reserves or National Guerd) 

Have you ever been discharged from the armed services under other than honorable conditions? You may omit any such discharge changed to honorable or 

general by Discharge Re vie w Boa rd or similar authority}, . ... . 

If "YES", give detaiis in hem 34 

Do you claim 5-pomt preference based on active duty in the armed forces?. 

If "YES", you will be required to furnish records to support your claim at the lime you are appointed 

Do you claim 10-pomt preference? 

f "YES,” check Ihe type of preference claimed and complete and attach Standard Form 15. "Claim for 10-Point Veteran Preference, ’ together with Ihe proof 
equesled in that form 

C<jmp«n sable 
Disability 
Detow 30% 


Type ol Presence pi 

I I 304* <sr W of e 


j Disability 


□ Mon co/ripe^sable 
Disatulily 


□ Purple Heart 
Recipienl 


n s * ,o<js<! □ mown Q 


Moiher 


ist dates, branch, and senaf number of alf active service ( enter “N/A'\ if not applicable) 
*rom t To Branch of Service 

CX&r 14 lj.>S.N!*W' 


•Apu’n b 


M 


I 


Serial or Service Number 


iRAt GOVERNMENT IS AN EQUAL OPPORTUNtTY EMPLOYER 
PREVIOUS EDITION USABLE 7540-00-935-7150 


1 71-107 


Standard Form 171 (Rev 1/7^ 
Office of Personnel Mtnagemanl 
PPM Chapter 295 
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2) Expenpnrp ^enH’i with nuumi nt must r* ctmt |or> or ''oiimteer f i f j r iO n and wn f k hjf k A. fmjnt ♦ n r pt'ions "f ii'irmoioyment exceeding three months and you' 

evOirniM tiviM -i at 'bfii 1 ►nio on ’ne last nrie of the c'peneriLe dIolK'- >n .vile* ol «n u’liimu 

May inquiry oe made m t our present rmpi.jyM r? gaming , our character qu.HitirabOuS infJ . * J dnpluymemj . 

■ 4 f tO ,vrf/ 'v/ i//*r * . On f Loniijt'' U’tu, »r j^po'iundj cs e^Ctrur for AJnuttist thve uiw Jud]* ooft\rs ] 

Ives fl« 

WM ind met r or tn'pruvr * iirg mi Mfu»rt *nrf u ,je ZIP ■ ~oe ,t yno*n> 

M Ne»-Xs\K >?k:-E>u<ueO 

KJo rS^, \ \s, N/aJ. ' 

Oita's ernpit 
F..1IH (j> j 

oA 

■ *t ihb b,j , t\: ' i 

r, H iiu^^t 

Average nn inner ol hour s per week : 

t)-0 

Salary or c unmgs 

beginning S S , [q 0 per 

Ending s lOiSO pef 

u. 

VhO , 

Plate of cflipi, ,inentft , 

cuy 

State v/ok— 

Exact lilfie of ypur position i 

of ifpmetjiau! supervisor Area Codf* Telephone numoer 

\Zfn 1 

Number and kind of employees you super 
vise 

Kind or Dusmes* or organization imanutnctunng 
vcounting social services etc j 

II Feoruat service civilian unmhl dry senes grade or rank ana date of 
Iasi pi o mot ion 

0 

Your reason lor wnnunq 10 leave 

[Description of work i OcscnOe vow speuhi duvcs resoons'tuh'ies and jccomohsttme'its w tnrs iot)> ] 

1 V a i„.. . • 1A L 

1 f ) 1 

\ L(. Oxi JUd (~)A2*d\o^s\ b-dcu * — 

) 

— » (Mr 

1 IVaTU cA. \ W 2. _4J 



r ~ V — K- 





Foi agency use is kill codes etc i 


FJ Name and address ol employer s organization t include ZIP code if knoww 

U . *3, Ki P 

Dales emplc 
From VJ 

y'id i give month a rid 

t)0 T <> d 

yea/f 

14 

Average numoer of hours per week 

4-0 

Sala ry or e! 
beginning S 
Ending S 

rmngs * 

pe 

pe 


Place^F-fljnployment i 

Cily 

S| aie ’pi <X-, 


Exact Idle of your position 

Hg£>rv\ftKj £ 


Name ol immediate supervisor Are 

CK^C^rooKs I n 


Area Code Telephone number 
Jde or rank an 


Number and kind ol employees you super- 
vised 


Kind of business or organization tmanufin lurnuj 
accounting social services etc i 


il Federal service civilian or military series grade or rank ancldaieol 
last pr onion on 


C?o v4 . 


g-M ujvA 


Void reason lor leaving 





<£L, 


Oesc r ip h on ot work t Descr ibe your sfwcthc duties rpsponsitulihes and act otnptisft moots w hits iot)i 





J. 



N ^-^VVA-Cy gj.>rf 




-<f^ 


For agency use 'skill codes etc t 


Name and address of employer s organization i.nc/ude ZIP cede if known t 

tNaujpc^A NexJs Aipbv»*iina 
SDr'JdUpoL. J 



14-Jame ol unihcdiate supervisor 

TScK Savin 



iCW 

Exact htle ol your posmmi l 

S. 


Dales employed 
from 

Salary or earning: 

Beginning S S, ts 


Average number ol hours per v^eek 

4 o 


£K: 


Kind i)f business oa organisation tntanu(oUurifU) 
accounting social eten 

r/oal'£_ 

asn 


Ha 

Endi ng S Lj> t ) 0 Pe f h/i. 


per 


Plare ol employment , 

CnyTUuS^ A?"* 

Slate 


Area Code felcplione number 


M Federal service civilian or rmliiary senes grade or rank and dale ol 
Iasi promotion 


Number and kmd ol employees you super- 
vised — -f 


DebCripnan of wu^T2jsc/z/je your specify duties rcsponstdiinu/slvtd atcorntflishmeritsy} this jotn 

— Q-ter.o J(mJ — S s?*! 


Your reason for leaving 

It Ixu- 





„<3l 





Lad. 


For agency use iskdi codes etc i 


Page 2 


If you need additional experience blocks, use Standard Form 171-A or blank sheets of paper 
SEE INSTRUCTION SHEET 
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Attach Supplemental Sheets or Forms Here 


22 A Special qualrlicalions and skills tskdis with machines patents or inventions your most important publications (do not submit copies unless requested} your public speaking and pubhca 
(tens experience membership m profess tonal or scientific socrehes etc i 


ft Kind ol license ar certificate r^/o/ registered nurse lawyer radio operator CPA etc I C Latest license or certificate D Approximate number of words per minute 

Year Slate or other licensing authority Typing Shorthand 

I ^luiprv-s I , — , 


23 A Did you graduate worn high school or will you graduate vrilhm ire nexl nine j 8 Name and location (city and Stateioi latest high school attended . 

mohihs. or do you have a GEO high school equivalency certificate? . . . I / 

Ym 1 Moryh inYVear No Highest grade completed * * ^ . I l > I i B <T 1 \ \ f vX I \ / 

— 1_ . x- _ — * Wi ni5 HidL.'jJico Vcl. CwKV< 


0 cl Credits Completed j y p e 0 j 

Semester OuTriar Dj 0 f « oior« 

Hours Hours '*9 8 At D<fl ' ee 



Gay Wight 


pkk 



& Chief undergraduate college subjects 


Wo ol Credits Completed | E Chief graduate college subjects 

Semester Quarter 

Hours Hours 


No ol Credits Completed 
Semester I Quarter 



F Major field of sludy at highest level of college work 


Q Other schools or training I/or example trade vocational Armed Forces or business) Give lor each the name and location telly State and Zip Code i/A/iowruol school, dales attended sub 
jecis studied number of classroom hours ol Instruction per week certificate, and any other pertinent data v 


ale. and any other pertinent daia y 

nio - 'Basic 'T^pioc.X' -|l«Od^„Koo as 

Wli * "F^c.«o“ ra - s •"‘ +0 ^'° JR,S i 

“ C.tajTi' 1 -VclIa J - 90 classroom 

'Basic. 'Dra.-P+toij - 40 — - 


24 Honors, awards, and fellowships received 




25 Languages other than English List Ihe languages (other than EngUsht in which you are proficient and indicate your level of proficiency by putting a check mark ii^Hn the appropriate columns 
CandltfifM lor petition) requiring convirialleml ability fn a languigi other Ihm Enallth nay be given tn Inlirvlew conduclirf solely In ihii linguage Describe in Mem 34 how you gamed your language skills 
and the amount ol experience you have had te g completed 72 hours of classroom training spake language at home for 18 yean sett taught etc t 


PROFICIENCY 


1 Name ol language!*) 


Can Prepare and 
Deliver Lectures 


Have Facility lo Translate Articles 
Technical Materials etc 


Can head Arlicles Technical 
Materials elc for Own Use 

















J.X J. 

TASK 2 


Continuation Sheet 
Item 21B 


While in the U. S. Navy from 1970 to 1974, I served .as a 
yeoman in the Military Personnel Office. I was responsible for 
typing up travel and transfer orders for military personnel. 

I filed correspondence in appropriate service jackets and 
subject matter files. I routed all incoming mail within the 
office. I prepared memoranda and letters using appropriate 
naval correspondence procedures. 

I typed up fitness reports and discharge notices. I typed 
most of the correspondence emanating from that office. I was 
responsible for proper format and punctuation. 

I set up a new file system, and a tickler system on all 
pertinent correspondence and reports. I compiled figures for 
various reports and checked them for accuracy. 
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Answer Items «T iluQoqn i3 


in X Hi k,l unn 


Htt* r 1J i I ‘Ur 1 ' .'I n t- iP'nieU Sut^-s 1 
M NO ji ♦ -Hi, i t > , _t V 11 IF r- yO<» 1 r r i 


NOTE a y ■*. ji j ►ny foes JiJt f • ,i i «uu Ljnnoi oe appomtea f >v 1 nnces onn* ,«*■-■ r meis 1 jnu new long *iqo if H - *> oc-jfen jre imporiam GiveaMlUe 

racTi 5 q >r dC * itM-iion ca i n>e nun^ 

28 Wilhin 'tie id 1 *! ‘mi* ,rdisrte,re you Cee^ li’el 1 » oin Jiiy |OD f 0 f any 'easo" 1 

?9 tVlInill r>>M . .t-r'fS HHV^ ,i>utjtiit \ ID'J I ,M ’V'll '1 '‘'NlfiHil IKJE ' J AiUHi* ’> * ' ’ 

i< >ii jt t i .<J iir 29 tbove i> v £b i iM 1 1\ m U^m j ! ;t'rn nr*-* ■ /JP l\hh > of < mplovei <0D»un "Mli- o.i!h ami 'tdsons in e.icn .aat 1 Pus 

Ii'ijri I I’ ' i‘ i^ree vitl’V'i.r 111* 1 - Ill'll 2 1 E*yen- i * 

JO A ,o-i, ever ‘ w lOnviiled •* \\>*i »r -lie youro.v ^wiei cha'Gt'j my leiany o* any it '*•■*! ■*' a< explosives oltf*nse jg ir’">Mht* i»iw> A Many is ilctwa as .m> of 

tfnsf ye •», iinpnsQnmeHt 'jt i */'}-• rt'Ufnjf vt>6 *r*J' Out roi > * * offends t\j ivMeij J/ieiJrtfS of i) ^fdts i » »i vtsdeiPCBnoi »vfl*Ch 'S putoif]pbl6 by a 

ts'tv ol < 'r*’}Cni>ient of 1*0 " , 

a During ihe z jst ^e'-en years have you Ctten c ai... Jed itnpr-soriecl on probation . v or loiieiied r Dliaifc/Jt or are yon now under l* wg^a (or *m y oflense against the law not 
uiLiiiaeil ip / iiboue^ 

NOTE Wnen insAc^tj A and B above you rjy m * . *, | f aitic lines tnr jgruch you pa^ i of S5000 "r Tss -2i any offence complied be'ore ,ouv 13m birthday which wa* linatly 
jaiui:»c>*iea in i avenue court o« ..no>e' i f rjutn r*>*noei ih.v «J jny conviciton t* > ol *nicn n^s jeen expunged under Federal ui Stale law and iJi any conviction set asnle 

unner ti’e "*“(*er *' Vouin Corrections *il nr •,!■ lit Stale ^ulhoniy 

31 While m MiernihMiy service ^ere you ever convicted t»yj geneiai comt matliaP 

II your answer *0 3 <J A 3^6 or 31 is \E 5 gut details m I'em 3 J Snow »or eact' ;.n > r luiaie 2 thdrje 3 place i ticourt and 5 » aution ta^en 

3? Does the uiutrro bMtes Govemmenl empln^ m i Li>mahtapaui r or as a member ol Forces any tt-laiiv* ot youfb ‘by t>lvo<) or tiuitfittge’ 1 •See item 32 >n the attached wstfuc 

hon sh^t-r 

n youi answer to 32 is YES give m Hem j-i *ui * u , h reiahves J natm* t2i piesem acilr-si ncitufing £IP Cuoet ,3i ieiai>oii$rup >4i fleparimern agency or branch ol me arned lorces 


t’iP Ciij/r . of ■ mplovei lObiijv mail, dale arm 'tasons in each This 


33 Ooyourec^-e u" oo you have pending application tor »eiuemein or 'eiamer pay pen mn ar other compensation based upon mdiiaiy Federal civilian or Oistnct of Columbia Gov 
ernnnenisc'vi.e 7 

H yarn aitoAvf ic 33 iv Y£S grve details m item j4 it imnijiy uriirdl pay aiclutiiJ :■ - w* at wmih you reiireo 

You' SMiement can'ioi be piocessed uniil >oatin r inhered ai. questions including Items 27 ihrougn 33 above 
Be sure you have placed an X !o the lefl at EVH1 markeM -4 laoove eilher m Ihe Y ES or MO column 


34 Hem Mo Space >ai deiailed answers Indicate Hein numews io which the answers 



II more space >s required use full sn eels of pager approximalHy me bame bice as this page Wine qii each Sheet yom name birth date ami announcement pi position idle Attach all Sheets to i In s 
Staiemeni at Ihe lop ol page 3 


ATTENTION — THIS STATEMENT MUST BE SIGNED 

Read the folio wing paragraphs carefully before signing this Statement 

A lalse answer lo any question in ihis Statement may be grounds lor not employing vou or for dismissing you after you begin work and may be punishable by fine or 
imprisonment (US Code Title 18 Section 1001) All Hie tnformaifon you give wilt be considered in reviewing your Staiemeni 

AUTHORITY FOR RELEASE OF INFORMATION 

t have compleled ibis Statement with the knowledge and understanding lhaianyor all items contained herein maybe subject to investigation prescribed bylaw or Presi- 
dential directive and I consent to therefease of inlormaliaficoncerningmycapacity and Illness by employers educational institutions law enlorcement agencies and other 
individuals and agencies to duly accredited invesiigators PeisunneJ Stalling Specialists and other authorized employees ol ihe Federal Government tor that purpose 


CERTIFICATION 

J certify that all ol Ihe statements made by me are true, complete and cor- ( 
rect to the best of my knowledge and bebel and are made in good faith 
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* U.S, GOVERNMENT PRINTING-OFFICE t 1903 0 - 381-526 (8303) 
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TASK BOOK 
LIGHT DUTY 
RYAN CASE 
TASK 2 


Assuming that all of the following jobs are in accord with 
the work limitations, which of the following types of jobs 
is Mr. Ryan qualified for? Circle the letter in front of 
your choice(s), then turn to the page listed next to your 
answer. 


a. Personnel Specialist only. Turn to page 168, Box 3. 

b. Clerk Typist only. Turn to page 167, Box 4. 

c. Drafting (e.g. engineering technician) only. Turn 
to page 169, Box 3. 

d. Pile Clerk. Turn to page 161, Box 2. 

e. Both clerk typist and file clerk. Turn to page 
170, Box 3. 

f. All positions except drafting. Turn to page 171, 

Box 1. 
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From page 143 


Yes. He should be assigned to the Personnel Office job 
(#4) because it has the same starting time (7:30 a.m.) as 
his regular job. 

Now turn to page 144 for the next task. 



He is qualified for the file clerk position. He has 4 
years experience as a yeoman in the Navy and 90 classroom 
hours of clerical training. However this is not the only 
job he qualifies for. 

Return to page 160 and make another selection. 


From page 147 

Correct. The best answer is reassign him to the position 
of Mark-Up Clerk. It best meets Mr. Saunders' new 
physical limitations. 

Now turn to page 148 to begin a new case. 


From page 140 



Correct. Choice a, Office clerk, is the best match for 
his work limitations. His physical limitations include no 
lifting, no reaching above shoulders, and no stooping, 
kneeling, bending or climbing. 

Turn to page 143 to continue the case. 
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TASK BOOK 
LIGHT DUTY 
RYAN CASE 
TASK 3 


You have determined that Mr. Ryan would be eligible for 
clerk-typist and file clerk positions at the GS-4 level. A 
staffing specialist identifies four series of positions which 
you have at your facility: 

Mail and File Series - 305 
Voucher Examining Series - 540 
Property Disposal Series - 1107 
Clerk-Typist Series - 322 

Review the attached Requests for Personnel Action (SF-52's) to 
determine in which positions Mr. Ryan can be placed. 

After reviewing the SF-5 2's, go on to page 166 to answer the 
question. 
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Standard Form 52 — Rev. July 1^63 
U 5 Civil Soviet Commuiipn 
FPMCh 293 


REQUEST FOR PERSONNEL ACTION 


PART I. REQUESTING OFFICE: Unless otherwise instrucred, fill in all items in this part except those inside the heavy lutes. 
If applicable, obtain resignation and separation data on reverse side. 


I NAME (CAPS) LAST-FIRST-MIDDLE 


MR —MISS— MRS 


I 


2 ( For agency uie ) 


A kind of action requested 

11) PZRSOpMLJSptcifj appointment, reasngnment, retaliation, etc ) 




ecfloiT 


12) POSITION (Specify ettabluh, renew, abolish, etc,) 


5 VETERAN PREFERENCE 

1— NO 3-10 PT DISAB 

2- 5PT 4-lQPT COMP 


5 — 10 PT OTHER 


9 FEGLI 


1- COVERED (REGULAR ONLY— DECLINED OPTIONAL) 

2- INEUGIBLE 3 — WAIVED 4—CQVEREO (REG A CPT ) 


12 NATURE OF ACTION 


CODE 


6 TENURE GROUP 


3 BIRTH DATE 

( Mo, Day. Year! 


3 REQUEST NUMBER 




i PROPOSED EFFECIiVE 

Ss&P 


7 SERVICE COMrt 


OATE 


10 RETIREMENT 

l-CS 


3-FS 

2-FICA 4— NONE 


5— 'OTHER 


13 EFFECTIVE DATE 

fAfo,, Day. Year) 


4 SOCIAL SECURITY NO 


C OATC OF REQUEST 

3 lM_/g3 


E POSITION SENSITIVITY 


POSITION S 

MJS. 


8 HANOICAP CODE 


II (For CSC ate) 


H CIVIL SERVICE OR OTHER LEGAL AU fHORITY 


15 FROM: POSITION TITLE AND NUMBER 


1 4 PAY PLAN AND 
OCCUPATION CODE 


17 (aj GRADE (b) STEP 

OR OR 

level rate 


18. SALARY 


19 NAME AND LOCATION OF EMPLOYING OFFICE 
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Standard Form 32 — Rev July 1 96& 
U S Civil Service Commiuion 

FPM Ch 293 ’ 


REQUEST FOR PERSONNEL ACTION 


PART I. REQUESTING OFFICE: Unless otherwise instructed, fill in all items in this part except those mude the heavy lines. 
If applicable, obtain resignation and separation data on reverse mde 


1 NAME (CAPS) LA5T—FIRST-MIDOLE MR-MISS-MRS, 

2 ( For agent y use) 

3 BIRTH DATE 
(Aid Day , Year ) 

4 SOCIAL SECURITY HO 

A. KIND OF ACTION REQUESTED 

(1) PERj>OMUEL (Specify appointment , reassignment, resignation, etc ) 

j^aCRuiT 

Q REQUEST NUMBER 

4 <3 1 

C OATE OF REQUEST 

(2) POSITION (Specify establish , review, abolish, etc.) 

■HI II 

E POSITION SENSITIVITY 

5 VETE 

TAN PREFERENCE 

1— NO 3-10 PT DISAB S— 10 PT OTHER 

2- 5 PT 4-10 PT COMP 

6 TENURE GROUP 

7 SERVICE COMP, DATE 

8 HANDICAP CODE 


10 RETIREMENT 

FS 5 — OTHER 

NONE 

11 ( For CSC use) 


2— INELIGIBLE 3— WAIVED 4-COVEREO (REG a OPT ) 

I l-CS 3-J 

j Z-FICA 4- 

12, NAT! 

COOE 

JRE OF ACTION 

13 EFFECTIVE DATE 
(Mo, Day, Year) 

14 CIVIL SERVICE OR OTHER LEGAL AUTHORITY 


15 FROM: POSITION TITLE AND NUMBER 

16 PAY PUN AND 

17 (a) GRADE 

(b| STEP 

16 SAURY 


OCCUPATION CODE 

OR 

OR 




LEVEL 

RATE 



19 NAME AND LOCATION OF EMPLOYING OFFICE 


20 TO: POSITION TITLE AND NUMBER < 

RP, LWo 
(jT<No) 

21 PAY PLAN AND 

OCCUPATION CODE 

CS-31 S 

22 (a) GRA 

OR 

LEV 

OS' 

DE (b) STEP 

OR 

:L RATE 

£>L 

23 SALARY 

24 NAME AND LOCATION OF EMPLO} 

4<£o <jL££L 
/~sj &</*=! L She 

tfp & > r Q U-< 

f(NG OFFICE. / J 

jj £p 4 L 

rXF 



25 DUTY STATION ( City T county -State A 

No A h 0 uK . 

^ 

26 LOCATION CODE 

27 APPROPRIATION 

OOi t 13 4^ 



29 APPORTIONED POSITION 

FROM TO STATE 

1 2— EXCEPTED 

1 SERVICE 

1— PROVED-1 

2- WAIVED-2 



F REMARKS BY REQUESTING OFFICE (Continue in ftf/n F on reterse side. if necessary ) 

VdCfl-nrA/ CtmaXeds Vw oroooo 


4~Y-ar\ n V^Uiv-J 



PART II. TO BE COMPLETED BY PERSONNEL OFFICE (lt«m» intide heavy line» in Part I above ilwto be comfi 

J POSITION CLASSIFICATION ACTION 


IDENTICAL ADDITIONAL 


K CLEARANCES 

ImtiJi or Siintttif* 

D*te 

(1) 


i 



(2) CEIL OR POS CONTROL 


i 

29j 


(3) CLASSIFICATION 

.Vf, 

4 

s 

^3 

(4) PLACEMENT OR EM PL, 

00 


(5) 




“I NEW 


(6) APPROVED BY 


(7) remarks (Note' Use item SO on reterse for Standard Form 50 
remarks) 


QUALIFICATION 
STANDARD 


m i 


52-109 


- 164 - 


















St«rv4«rN farm 55— Rev* My 1 ?*8 

zsrjr"- — REQUEST FOR PERSONNEL ACTION 


PART I. REQUESTING OFFICE? Unless otherwise instructed, fill in all items in this part except those tnside iht heavy Unes. 

If applicable, obtain resignation and separation data on reverse side. 


I NAME (CAPS) LAST-FIRST— MIDDLE MR -MI55-MRS. 2 ( Per agent/ me) 



5 VETER AN PREFERENCE 

1— NO 3—10 FT. DISAI 5-10 FT, 

2- SPT 4-10 FT COMP 


- FEGLI 1— COVERED (REGULAR ONLY— DECLINED OPTIONAL) 

2— INELIGIBLE 5-WA1VE0 4— COVERED (REG a OFT I 


12. NATURE OF ACTION 


13 EFFECTIVE DATE 14. CIVIL SERVICE OR OTHER LEGAL AUTHORITY 
(Me., Da/, Year) 


CODE 


15 FROM: POSITION TITLE ANO NUMBER 



20. TO! POSITION TITLE AND NUMBER 

4 

21. FAY FLAN ANO | 

OCCUPATION COM 

32. (a) GRADE (b) STEF 
OR OR 

LEVEL RATE 

20, SALARY 

nr\AtL? I^ilxC L caK ?. D,^2 OH R 1 

£t-S6S 

O lj b | 





». POSITION OCCUPIED 29. APPORTIONED POSITION 
JMCOMPfTITIVI SERVICE FROM; TOi 


1— IXCEFTID 
SERVICE 


1— PROVED-I 
t— WAIVED-Z 


<t. REQUESTED |Y (Signature and title) '{Lean Uank en nUg^athnt) 



i POSITION CLASSIFICATION ACTION 
|~ | IDENTICAL ADDITIONAL 

X CLEARANCES “ 

~(i} ' ' ~~ 

(3) CEIL. QUADS CONTROL ~ 

(3) CLASSIFICATION 

(4) PLACEMENT OR CMPL. 

”(1) APPROVED BY; 



... i 

ImLI* or SicMhtft 

Deu 



. 1 

^ ^ « 

ys/ 


W/ - 

TJ 





i I " 61 

IRKS. (Nett: l 
ftmarkL 


dr 


QUALIFICATION 
STANDARD: 
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TASK BOOK 
LIGHT DUTY 
RYAN CASE 
TASK 3 


Circle the letter below in front of the positions for which 
Mr. Ryan can qualify: 

a. Clerk Typist. Turn to page 168, Box 1. 

b. Secretary (steno). Turn to page 167, Box 3. 

c. Mail and File Clerk. Turn to page 169, Box 2. 

d. Both the clerk typist and mail and file clerk. Turn to 
page 171, Box 2. 

e. All three positions (a - c). Turn to page 170, Box 1. 
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From page 147 


No. The physical requirements for the position of Office 
Clerk are now far below his capabilities. 

Return to page 147 for another try. 


From page 143 


No, not the closest to his regular working conditions. 
Return to page 143 for another try. 


From page 166 

No. He does not have sufficient stenographic skills for 
this position. 

Return to page 166 and try again. 


From page 160 


Correct. Clerk typist - 4 years experience as a yeoman in 
the Navy and 160 classroom hours of typing. He also types 
41 words per minute. However, this is not the only job he 
qualifies for. 

Return to page 160 and make another selection. 


t 
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From page 166 


Yes. He qualifies as a clerk typist, but not' only for 
this job. 

Return to page 166 and try again. 


From page 147 

No. The lifting and standing requirements for the 
position of File Clerk are beyond his capabilities. 

Return to page 147 for another try. 


From page 160 

No. Personnel specialist - although he worked in 
personnel office his duties were essentially clerical. 

Return to page 160 and try again. 


From page 143 

No. This is not the best choice. What conditions of this 
job are different from his regular job. 

Return to page 143 for another selection. 
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From page 143 


No. This isn't the closest to the conditions of his 
regular job. 

Return to page 143 for another try. 


From page 166 



Yes he does qualify for this job, but not this job alone. 
Return to page 166 for another try. 


From page 160 
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From page 166 



No. He does not qualify for all three. 
Return to page 166 to pick another answer. 


From page 20 

Not really. Although there may be witnesses, the best 
source of finding them would be through the claimant. 

Return to page 20 for another try. 





From page 160 


Correct. He is qualified for the clerk typist position. 
He has 4 years experience as a yeoman in the Navy and 160 
classroom hours of typing. He also types 41 words per 
minute . 

and 

He qualifies for the file clerk position because of his 4 
years experience as a yeoman in the Navy, plus 90 
classroom hours of clerical training. 

Now turn to page 162 for the next task in this case. 



From page 160 




Correct. Mr. Ryan can qualify for the Mail and File Clerk 
and Clerk-Typist positions. These are the types of 
positions he held previously and they are GS-4 positions. 

This is the end of this module. Turn to page 17 2 to begin 
a new module. 



TASK BOOK 

REVIEW OF CHARGEBACK LIST 
CASE 1 


Read the Resource Book, pages 48 - 53. 


a. Read the chart below which duplicates the chart on page 52 
of the Resource Book. If the dollar figures seem very 
unrealistic for your area, cross them out on the chart 
below and insert the dollar figures you would use. 


INDICATORS FOR POSSIBLE PAYMENT ERRORS 


If: Higher than normal compensation payments 

Then: Verify that payments are correct 

If": Very high medical costs ($10,000 or more) 

Then: Check medical costs for duplicate payments or 

billing errors. 

If : High medical costs ("over $1, 000 j and no 

compensation 

Then: Check for duplicate payments or billing errors. 


b. Review the chargeback billing list on the following page. 
Identify cases for possible payment errors only. Use the 
rules in the chart above for this task. List below the 
claimants whose payments may be in error and your reason for 
selecting them. The average full compensation range for this 
agency is $12,000 to $20,000. Refer to the chart on page 52 
of the Resource if you need to. As you work with the pages 
of chargeback lists, you might want to use a ruler or a 
straight edge. 

NOTE: On the chargeback lists used for these cases, to save 

space the last 2 columns for the total number and amount of 
payments have been deleted. 


AFTER YOU HAVE WRITTEN YOUR ANSWERS, TURN TO PAGE 174 TO COMPARE 
YOUR ANSWERS WITH THE BOOK ANSWERS. 
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CASE MATERIAL 


ENDS HERE 






Answer : 

The following are cases you would check for possible billing 

errors : 

1. Albert Dover - High compensation amount of $33,372.32 
appears higher than the normal compensation range for this 
agency . 

2. Lester Lee - There was an extremely high amount of 
compensation paid to Mr. Lee - $49,317.70. This is above 
the compensation range for this agency. 

3. James Barlow - Medical costs are over $1,000 and there are 
no compensation payments. 

4. John Hollifield - There were high medical costs incurred 
($2393.45) and no compensation payments. 

5. Bernard Davis - Very high medical costs ($28,866.89). 


You might be tempted to pick the following people, but would 
not for the reasons stated: 

L. Barton . Although the medical payments are over $1,000, the 
rule says "high medical over $1,000 and no compensation". He 
received 14 compensation payments so you would not list him. 

Ben Morris . Although his medical costs are high, they are not 
up to the $10,000 cut-off point and he does not meet the "over 
$1,000 and no compensation" rule. 


TURN THE PAGE. 
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TASK BOOK 

REVIEW OP CHARGEBACK LIST 


In the next three segments, you will be moving back and forth 
between two different kinds of work. 

First you will review part of an agency's annual chargeback 
list to identify cases that will need to be reviewed. Then you 
work with an actual file on one of the cases you have 
identified and make some decisions about it. 

This cycle will be repeated. 


TURN THE PAGE TO BEGIN THE NEXT TASK. 
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CASE 2 
TASK 1 


Read the Resource Book, pages 54 ~ 56. This section deals with 
reviewing cases for continuing disability. 


Review the following page from the Chargeback Billing List. 

For this task, assume that today's date is April 1, 1984. Also 
assume that normal full compensation range for this agency is 
$10,500 to $20,000. 

a. List those priority cases to review for continuing 
disability. (For this task do not list cases for 
possible overpayments. ) If you want to consult the 
Resource, refer to the chart on page 56. 

b. Give your rationale for your selections. Write your 
answers below. 


NOW COMPARE YOUR ANSWERS WITH THE BOOK ANSWERS ON PAGE 178. 
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TASK MATERIAL 
ENDS HERE 




CASE 2 
TASK 1 


Answer : 


The following cases need to be reviewed on medical grounds: 

1. Bailey Templeton has received four compensation payments, 
but has very high medical costs $4,556.13 and a date of 
injury older than two years (3-08-80). 

2. Richard Mansell has received 14 compensation payments and 
very high medical payments (32 of them for a total of 
$9,227.22) and his date of injury is prior to April 1, 1982. 

3. Freddie Hall is on the periodic roll (received 14 payments) 
yet had no medical costs. 

4. Aaron Taylor is receiving full compensation and had low 
medical payments (only $40.00 which would be one or two 
office visits. 

5. William J Newsome - Although he is on the periodic roll for 
being totally disabled, he is incurring no medical costs. 

6. James Standridge is on the periodic roll (determined from 
14 payments), but has low medical payments (less than 
$92.00) . 


You would not select Michael Dubois, Roe Jackson, or Marvin 
Whitmore whose medical payments are over $2,000 - their dates 
of injury are not prior to April 1, 1982. 

You would not pick Ronald Latham's case with full compensation 
and no medical because it is a death case. 

You would not pick Judith Jackson or James Crowe because they 
do not have 14 or more compensation payments. 

You would not select Danny Newcomb or Phil Cook because they do 
not have over 14 compensation payments - they have just 14 
which is normal. 

You would not choose Carl Thornton's case with no medical 
payments because the low compensation rate of $935.28 indicates 
he is probably LWEC. 


TURN THE PAGE AND DO THE NEXT TASK. 
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TAYLOR CASE 
TASK 1 


Read the Resource Book, pages 58 - 63 on Long Term Case Review. 

You get the case of Aaron Taylor to review. You find that he 
is receiving total disability compensation for back sprain 
incurred on 3/20/81. The $40.00 medical expense was for an 
office visit to his physician on 6/6/82. {See Dr. Steward's 
report of that exam on the following page. ) 

The file also contains a medical report dated 8/12/82 and an 
OWCP 5 (Work Restriction Evaluation) dated 9/30/82. 

No other more recent medical evidence is in the file. 

Examine these documents on the following three pages, then go 
to page 183 to answer the question. 
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TASK BOOK 

REVIEW OF CHARGEBACK LIST 
TAYLOR CASE 
TASK 1 


STANLEY L. STEWARD, M.D. 
812 Market Street 
Greenville, Kentucky 


Res Aaron Taylor 


June 6, 1982 


To Whom It May Concerns 


Mr. Taylor returns today stating his back is no 
better. He states the walking and exercise program I 
recommended has been of no benefit. Mr. Taylor .feels 
he is unable to work. 

Impression; Lumbar disc syndrome 


S. L. Steward, M.D. 
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TAYLOR CASE 
TASK 1 


- 


STANLEY L. STEWARD, M.D. 
812 Market Street 
Greenville, Kentucky 


Ret Aaron Taylor 085 


August 12, 1982 


Office of Workers' Compensation Programs! 
Jacksonville, Florida 


This is to respond to your request for my findings 
during the June 6 evaluation of Mr. Taylor. 

Mr. Taylor reported he was always in pain and felt he 
would never be able to return to work. X-rays were within 
normal limits as was his range of motion. Any pressure I 
applied to the lumbar area caused Mr. Taylor pain from 
tenderness. 

Mr. Taylor's continuous pain and lack of desire to 
work leads me to feel he would be a poor candidate to 
return to any type of gainful employment. 


S. L. Steward, M.D. 



JS. DEPARTMENT OP LABOR 

UPLOYMENT STANDARDS ADMINISTRATION 

FHCE OF WORKERS' QOKU>ENSATiON PROGRAMS 


WORK RESTRICTION EVALUATION 



dlq, last) 


nd number of hours a day the worker is able to do the following specific types of activities. 


ACTIVITY 


a , Sitting 


b. Walking 


c, Lifting 


d, Bending 


e, Squatting 


/. Climbing 


g. Kneeling 


h. Twisting 


i. Standing 


4. Check the lifting restriction. 
[QjJ^IOIbs. □ 10-21 


FREQUENCY 


NUMBER OF HOURS A DAY 


Continuous 


Intermittent 


1 

2 

3 


5 



10 lbs. □ 10-20 lbs. □ 20-50 lbs. □ 50-75 lbs. □ 75 & above lb 


5a. Hand restrictions? 

D No C3 Yes — (Check b, c ■ and d,) 


5c. Pushing and pulling? EkVes □ No 


ms 


6. Can the worker reach or work above the shoulder? 


5br Simple ofasping? 
CL^es □ No 


6d. Fine manipulation? CD Yes 


□ Yes 


7. Can the worker use his/her feet to operate foot controls or for repetitive movement? CD Yes QjJcT" 


8. Can the worker operate a car, truck, crane, tractor, or other type of motor vehicle? □ Yes ULmT* 




1 1. Are interpersonal relations effected because 
□ No Cl Yes - Describe (Ability to g 


12a. Can the individual work eight hours a day? 
EH Yes Brio — (Indicate when) 


13. Do you anticipate the worker will need vroatiorxakehabiiitatl 
to return to work? □ Yes EMCo YlJLO ^ 


15. Remarks: (Restrictions from medication or inher limitations) 


condition? 

ton , meet deadlines, etc,) 


12b, If not eight hours, how many and when? 


IB. Address 

%\S JIilaMk 


testing, counseling, training, or placement 

> 


n (Indicate when) 


17, Signature 


19. Telephone No. 

Xti' V222- 



Copy Distribution; WHITE— OamtrfBtttpioyer YELLOW OIVCP Case File PJNK ~ OWCP Rehab. FiU 
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TASK BOOK 

REVIEW OF CHARGEBACK LIST 
TAYLOR CASE 
TASK 1 


a. Is the medical evidence for Aaron Taylor sufficient to 
justify continuing disability for work? 

b. 1) If yes, why is it? 

2) If no, what specifically is missing? 

WRITE YOUR ANSWERS BELOW. 


AFTER YOU HAVE WRITTEN YOUR ANSWERS TURN TO PAGE 18 4 TO COMPARE 
YOUR ANSWERS WITH THE BOOK ANSWERS. 
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TASK MATERIAL ENDS HERE 




TASK BOOK 

REVIEW OF CHARGEBACK LIST 
TAYLOR CASE 
TASK 1 


Answer : 


a. The medical evidence is not sufficient to justify 
continuing disability for work. 

b. The following is missing: 

1. There are no objective findings noted. Dr. Steward 
indicated Mr. Taylor's inability to work was based on 
his subjective complaints of pain. 

2. There, evidently, has been no medical evidence submitted 
to support disability after August 12, 1982. 


GO ON TO THE NEXT CASE. 



CASE 3 
TASK 1 


Refer to the Resource Book, pages 50 - 57, especially t 
chart on page 57. 

Review the following page from a chargeback billing lis 
For this task, assume today's date is November 28, 198' 
Also assume that normal full compensation range for thi 
agency is $10,000 to $23,000. 


a. List those cases where there may be payment errors. 

b. List those priority cases to review for continuing 
disability. 


Give your rationale for each selection. Write your 
answers below. The chart on page 57 of the Resource me 
be helpful for this task. 


AFTER YOU HAVE WRITTEN YOUR ANSWERS GO TO PAGE 187 TO 
COMPARE YOUR ANSWERS WITH THE BOOK ANSWERS. 
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END OF CASE MATERIAL 




TASK BOOK 

REVIEW OP CHARGEBACK LIST 
CASE 3 
TASK 1 


Answer : 


a. The following cases should be reviewed for possible 
payment errors : 

Robert Evans. His medical costs are over $1/000 and 
there are no compensation costs. 

Jimmy Crouch. Medical payments are very high (over 
$10,000) - $17,209.69. 

Thomas Long. Medical payments are over $10,000. 

Michael Morgan. High medical costs and no 
compensation costs. 


b. The following cases should be reviewed for continuing 
disability: 

Kennith Hicks . His medical costs are high (over 
$2,000) and his date of injury is over 2 years old. 

Richard Loudy . He is receiving full compensation and 
has no medical costs. 

Charles Breece . He is receiving full compensation and 
has no medical costs. 

Jimmy Crouch . He is receiving full compensation, has 
high medical costs, and his date of injury is over 
2 years old. 

Thomas Long . High medical costs of $12,141.66 and 
date of injury is over 2 years old. 

Chester Huddleston . He is receiving full compensation 
and has only $92.00 in medical costs. 


You notice that Jude Batson has no medical costs and 
the date of injury is over 2 years old. But you would 
not select him because he did not receive full 
compensation (14 payments). 

Although his medical costs are high ($4,285.09), you 
would not select Lee Collins because his date of 
injury is not older than November 28, 1982 


GO ON TO THE NEXT TASK. 
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TASK BOOK 

REVIEW OP CHARGEBACK LIST 
WILLIAMS CASE 
TASK 1 


In reviewing the latest chargeback list you identified several 
cases for review. One of these is the case of Virginia 
Williams. You pull the file and find that Ms. Williams's case 
was accepted for back strain due to a 1980 injury. She was 
separated from the agency on 6-1-81. Assume today's date to be 
Dec. 4, 1983. 

If you need to refer to the Resource Book, the reference 
material can be found on pages 58 - 62. 

Review the most recent medical report on the following page and 
answer question below; 


Does the medical evidence adequately support continuing 
disability? 

a. Yes. Turn to page 211, Box 3. 

b. No. Turn to page 212, Box 1. 
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TASK BOOK 

REVIEW OF CHARGEBACK LIST 
WILLIAMS CASE 
TASK 1 


MEDICAL REPORT 


PATIENT: Virginia Williams 

Date: 3/14/81 


Patient was seen by me this date complaining of continuing 
back pain. As I have diagnosed earlier, Ms. Williams is 
suffering from degenerative arthritis of the spine, as 
well as from diabetes. 

Blood test results show continued high sugar level, I 
prescribed daily injections of insulin, to be continued 
indefinitely. I emphasized the need to continue with her 
controlled diet. 

Bending and stooping caused patient considerable pain. In 
fact, patient complains that she is in pain most of the 
time. 

I advised patient to apply moist heat to the back, and 
prescribed FIORINAL for pain. 

Patient continues to be disabled for work. 


J. H. Rider, M.D. 
Internal Medicine 
3/14/81 
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TASK BOOK 

REVIEW OP CHARGEBACK LIST 
WILLIAMS CASE 
TASK 2 


The medical report on page 189 is adequate in which of the 
following areas? Circle the letter of your answer, then turn 
to the referenced page. 


a. It contains objective findings. Turn to page 253, Box 4. 


b. The medical evidence is current. Turn to page 273, 

Box 3 . 

c. There is adequate support for total disability. Turn to 
page 212, Box 2. 


d. The disability is linked to a job injury. Turn to page 
252, Box 1. 

e. None of the above. Turn to page 252, Box 3. 
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TASK BOOK 

REVIEW OF CHARGEBACK LIST 
WILLIAMS CASE 
TASK 3 


What action would you take next? 


a. Order a Fitness for Duty medical exam. Turn to 
page 253, Box 2. 


b. Request OWCP to get an updated medical report addressing 
the inadequacies of the 3-14-81 report. Turn to 
page 211, Box 2. 


c. Write to Dr. Rider asking him to provide the missing 
information. Turn to page 252, Box 1. 


d. Order Ms. Williams to report to work. Turn to 
page 212, Box 4. 
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TASK BOOK 

REVIEW OF CHARGEBACK LIST 
WILLIAMS CASE 


EXAMPLE 


District Director 
OWCP 

3010 11th Street, N.W. 
Washington, D.C. 30510 


Re: Williams, Virginia, Claim #024376 


Dear Sirs: 

I am writing in regard to the above named claimant who is 
being paid compensation by your office. Ms. Williams 
sustained a severe muscle strain to her back in 1980. 

The most recent medical report in our files shows that on 
the date of the most recent examination, 3/14/81, 

Ms. Williams was suffering from osteoarthritis, i.e., 
degenerative arthritis of the spine, and diabetes. 

In view of the lack of current medical evidence 
specifically showing how her disability relates to the 
residuals of her 1980 injury, please have her submit new 
medical evidence. 

We request that the results of this examination be 
carefully reviewed to determine if her current disability 
is in any way related to the 1980 injury. If not, we 
request cessation of medical benefits. Please advise. 

Sincerely, 


Edith Rogers, 

Head, Compensation Branch 
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TASK BOOK 

LONG TERM CASE REVIEW 
PARKER CASE 


Review the Resource pages 58 - 63 if you need to. 


In reviewing the current chargeback billing list you identified 
the case of Mary Parker to review on medical grounds. The 
claimant has been taken off the agency's rolls. You are now 
going to review her case file. Assume today's date is 
August 15, 1984. 

Review the following file documents (pages 194 - 209). Then 
answer the question on page 210. 
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U.S. DEPARTMENT OF LABOR 
EMPLOYMENT STANDARDS ADMINISTRATION 
OFFICE OF WORKERS' COMPENSATION PROGRAMS 


FEOERAL EMPLOYEE'S NOTICE OF 1 RAUMATIC INJURY 
AND CLAIM FOR CONTINUATION OF PAY/COMPENSATION 



2. Date of Birth 

s) 1 |^4 


3 . Q Male 
Sternal 



6. Employee's Home Mailing Address (Nbi street, city, Hate, zip code) 
CjOLo PVeKtiouJ ViieuJ 

9dv-^sdxouq^ lift- 

7, Name end Address of Employing Agency / 1 

nI bvt ' P TT/^c r • 

9d t*~\ 0^4$ t 2- ^ 1 c ? 


10, Date of Thu Notice 
(mo^ dsy, year) ^ 


1 3. Cause of l njury (Describe how end why the injury occurred J | 

m W(l <L&t\er\ Welders 

-rovc-ctf ft <jf P*?!"",... 

VA>V»ev^ (vnu, fW'V* A^d i 

WAse^ owVi o m 1 ^ ^ 1 



6. Home Telephone t 
Area Code; SO^ 

Number; ,jL / / 


8. Place Where Injury Occurred ie.g., 2nd floor, Mein Post Office 

Bldg., 12th & Pine) 

Sufph K 0 t 5 O^> 

-Bid l °S>U.4 


11. Dependents m 12, Employee's 

Wife/Husband \JJ y Occupation p ^ 

Children Under 18 Years Old 0 CJ&tjP ; 7y/ l ^ / 


14, Nature of Injury {Identify the pert of the body Injured; lg t , 
frectured left leg, etc.} 

\Yi(J 


~B;^KT 


IB, If This Notice and Claim Was Not Fllid With Tha Employing Agency Within 2 Working Days After The Injury * Explain The Reason 
For The Dalay, 


16, J certify that tha Injury described above wai sustained In performance of duty as an employee of the United States Government and that 
It was not caused by my willful misconduct, Intent to Injure myself or another person, nor by my Intoxication. I hereby claim medical 
treatment, If needed, end the following, as checked below, while disabled for work; 


D *. Sick-, 


LJ *. Sljle 

U-rtJTconi 


nd/or annual leave 


Continuation of regular pay not to exceed 46 days end compensation for wage loss If disability for work continues beyond 46 
days (If my claim Is denied, I understand that the continuation of my regular pay shall be charged to sick or annual leave, or 
be deemed an overpayment within the meaning of 6 USC 65S4>/ ,y 


~ ^ Signature of Employee or Person Acting on Hls/Her Behalf 


17, Statement of Witness {Describe what you sew, heard or know shout this Injury) , 

\ a 
■Z&- -PjM-!- y/Pz- ,, 








OFFICIAL SUPERIOR'S REPORT OF TRAUMATIC INJURY 


21 . Department or Agency 

au 4 


ir niiBi i 

X I 


22. Bureau or Office 


)\W ft)* 0 *-! 


i 


23. Name and Address of Repo rting Office (No., street , ctty^jjtate, Zip Code} 

.J-h&uyVy;<v\ '"^eVATr.^^ O^We 

fitters o^l^i t \J(^ 3L > 1 c q 


0AM 


24. Regular Work Day 

7 :X> 

B69lnS □ PM 


Ends 


□ am 
3 


26, Number of Hours 
Worked Per Day 

<2 


26, Circle Days Paid Per Week 

s (jJ (j) (3) G)( 2 J s 


27. Date and Hour of Injury 
(mo., day, year} )0 fCV 

4|io|-.« 0 1 

28. Date Reporting Office 

Received Notice of Injury 
(mo t , day , year } , 

^|rh? 

29. Date and Hour Stopped 

Work 

(mo., day, year} 

30. If Pay Has Been Terminated, 
Give Date 
('mo,, day , year) 

31. 45 Day Period Begins 

32. Pay Rate When Employee 


34. Name of Supervisor At Time of 


(mo v day, year) 


l/r/Wy uuy, jrtrof 

6khi 


Stopped Work i 
$" h M per jML \¥~ 


to Work 
|Vno., day, year/ 

v \V jj ± \ 


□ AM 

□ PM 


Injury 


36. Was Employee In Performance of Duty At The Time of Injury? ["^Yes, | j No. jf No, Furnish A Detailed Explanation Or A Copy 

of Employing Agency's Investigation Report. J 


36. Was Injury Caused By Wlllfyi Misconduct, Intoxication or Intent To Injure Self or Another? 
□ Yes [ZO^ToT If Yes, Furnish Detailed Report. 


37. Was Injury Caused By Third Party? [~1 Yes ["Tj^oTlf Yes, Furnish Name and Address of Party Responsible. 


36. Date Employee First Obtained 
Medical Caro for The I njury 
(mo,, day, year } 




39. Name and Acidretss of Physician First Providing Medical Care 

Yer 

Fyr V S ^ 3 . ‘1 0 \ 


40. Do Medical Reports Show 
Employee Is Disabled For 
Work? 


Vork? 

I 


□ 


No 


41. Does Ypuri<nowledgB of The Facts About This Injury Agree With The Statements of The Employee And/Or Witness? 
P^Yes Q No, If No, Furnish A Detailed Explanation. 


42. Does The Employi'ng'Agency Controvert Continuation of Pay? PI Yes [ffiNo. H Yes, Give Full Explanation Fo7 Basis of 
Controversion ISee Item 6 of Instruction Sheet), Attach Additional Sheots If More Space Is Needed. 


) <?u 


/lft RlnnAti 


norulftnr 


AA Tltlo nnrl Hfflm Phnno Numher 


Af> flat A fmn Hnu 











u.s. department of labor 

Employment Standards Administration REQUEST FOR EXAMINATION AND/OR TREATMENT 

Office of Workers' Compensation Programs (OWCPI 


PART A - AUTHORIZATION ..... 


1* NAME AND ADDRESS OF THE MEDICAL FACILITY OR PHYSICIAN AUTHORIZED TO PROVIDE THE MEDICAL SERVICE 

t. £ , 

V PVm :s 4 r 0/1 \ I?CI- 


2. EMPLOYEE'S NAME (Le*t, firjt, middle) 


3 , DATE OF INJURY 4„ OCCUPATION 

(mo,, day, yaar) i , . - ; 


5. DESCRIPTION OF INJUR Y OR DISEASE ~ 

X:. h*cV up on Ladder ~+o a ve*.* 

pnv.| X he | J abod" 4 

l n w ^'P • 


6 YOU ARE AUTHORIZED TO PROVIOE MEDICAL CARE FOR THE EMPLOYEE SUBJECT TO THE FOLLOWING CONDITIONS: 


0<r, 


L^J A - FURNISH OFFICE AND/OR HOSPITAL TREATMENT AS NECESSARY FOR THE EFFECTS OF THIS INJURY. ANY 
SURGERY, OTHER THAN EMERGENCY, MUST HAVE PRIOR OWCP APPROVAL. 

□ B . THERE IS OOUBT WHETHER THE EMPLOYEE'S CONDITION IS CAUSED BY AN 1 N JU R Y SUSTA1 NED IN THE PER- 
FORMANCE OF DUTY OR IS OTHERWISE RELATED TO HIS EMPLOYMENT. YOU ARE AUTHORIZED TO EXAMINE 
THE EMPLOYEE, USING INDICATED NOP^SURGICAL DIAGNOSTIC STUDI ES, AND PROMPTLY ADVISE THE UNDER. 
SIGNED WHETHER YOU BELIEVE THE CONDITION IS DUE TO THE ALLEGED INJURY OR TO ANY CIRCUMSTANCE 
OF THE EMPLOYMENT. PENDING FURTHER ADVICE, YOU MAY PROVIDE NECESSARY CONSERVATIVE TREAT- 
MENT JF YOU BELIEVE THE CONDITION MAY BE DUE TO THE INJURY OR TO THE EMPLOYMENT. 


7. IF A DISEASE OR ILLNESS IS INVOLVED, OWCP APPROVAL FOR ISSUING AUTHORIZATION UNDER ITEM 6B ABOVE, WAS 
OBTAINED FROM 


( Name of OWCP official) 



12, SEND ONE COPY OF YOUR REPORT TO (Fill in eddre**): 

13. NAME AND ADORESS OF EMPLOYEE'S PLACE OF 


EMPLOYMENT. 

U. S. DEPARTMENT OF LABOR 

Dept of Agency 

Employment Standards Administration 

Office of Workers' Compensation Programs 

Bureau or Office 


Local Addreu 
(Including Zip Code) 
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U.S. DEPARTMENT OF LABOR 
EMPLOYMENT STANDARDS ADMINISTRATION 
Office of Workers’ Compensation Programs (OWCP) 


CLAIM FOR COMPENSATION ON ACCOUNT OF 
TRAUMATIC INJURY 


PART A - EMPLOYEE'S STATEMENT 


1, Name of Injured Employee (tost, first, middle ) 

v , a \r u vv. 


2. Social Security Number 

Pig-oW- iQo-io 


3. OWCP File Number (If known) 

/?3g- / oo6 oo 


4. Is Claim Being Made For Wage Lo»g? 

0^ □ No 


6. U Claim Being Made For Scheduled Award Based On Permanent pisability 
Involving Member, Organ Or Function of Body? 


□ 


Yes 



6. Period Compensation la pialmed As A Result Of Wage Loss 
(Mo,, day, year) 

Through: 


From: 


7. Has Any Pay Been Received For The Period Shown In It£rrf"6? 

[ [ Vea [^No If Yea, State 
Full Amount And Inclusive Dates For Such Period (Mo„ day, year; 


From: 


0^ 


2^ 


.Through: , 


8. Has A Claim Been Made Against Any Third Party Responsible For The Injury? |“j Yfis 
If Yes, Give Name And Address Of Such Party Or Insurance Carrier 


10, Were You Ever In The Armed Forces Of 
The United States? / 


[ Lftto If Yes, 


Furnish 


a. Service Number 


b. Branch Of Service 


9. Status Of Third Party Claim/Amount 
Of Recovery 


e. Period Of Service {Afo, day, year; 

From: 

Through: , 


11, If Answer To Item 10 Is Yes, Have You Applied 
For Or Received Benefits From The Veterans Admin- 
istration Based On Such Service? 


□ Y « 



No If Yes, Furnish 


a. Claim Number 


b* Address of VA Office Where Claim Is Filed 


c. Nature Of Disability 
And Monthly Payment 


12, Have You Applied For Or Received An Annuity Unaer 
The U.S. Civil Service Retirement Act Or Any Other Federal 
Retirement Or Disability^ aw? 


□ Yea 


If Yes, Furnish 


a. Claim Number 


b. Date Annuity Began (Mo t , day , year) 


c. Amount of 
Monthly Payment 


13, List Your Dependents 
Name 


Relationship 


Date Of 
Birth 


Living With 
You? 
(Yea/ No) 


Mailing Address, If Different From Your Own 


~TV)lo \VslamJ iali Ign s 


14. Show Amount Paid Each Month For Support Of Dependents Not Living WithYou. Give Dependents* And Payees* Names And Addresses And State 
Whether Such Payments Were Ordered By A Court, If Support Was Ordered By A Court, Attach A Copy Of The Order. 


I hereby make claim for compensation because of the injury sustained by me while In the performance of my duty for the United States, said injury 
not being due to willful misconduct on my part or to my Intention to bring about the injury or death of myself or another, or to my intoxication, 

I have been disabled because of this Injury and have not refused or -failed to perform any work I was able to do during the period for which compensa- 
tion is claimed and every statement above is true to the best of my knowledge and belief. 


15. Employee’s Signature 



&k r rJ l 


- w 

V 



mi 




16, Employee’s Home Mailing Address ( Include Zip Code ) 

\)hl £^2^3. 


17, Date |7Wo, f day, year) 



7 Form CA-7 
Feb. 1975 
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STATEMENT OF OFFICIAL SUPER IOR 


PART B - GENERAL 


18. Name and Address o f R eporting Office (Number, street, city , state, ztp code ) ^ „ tJ //. 

Mfolk- SHtod Sh.yynl.J^^sr-^l £s/<7^s 


lfl. Pay Rate As Of; 

J a. Base Pay 

Tb7 

Subsistence 

c. Quarters 

d. Other ( Specify ) 

Date of Injury 

1 

1 

4 

; $ 

per 

$ per 

$ 

per 

Date Employee 
Stopped Work 

! $3,^^>per 

1 

1 

! $ 

1 

per 

$ per 

$ 

per 


20. If Employee Received Additional Pay, Le. Premium, Sunday, Night Differen- 
tial, Identify Type And Show Amount 


Type. 


Amount 


per _ 


21. Show Work Week When Pay Stopped If Other Than Monday 
Through Friday 


M 


W 


22. Did Employee Work In The Position Held At The 
Time of Injury A Full Eleven Months Immediately Prior 
To The Injury? 


\ 3 ^ 


□ No 


23. If Answer To 22 Is No, Would The Position Have 
Provided Employment For Eleven Months, Except For 
The Injury? 


□ 


Yes 


□ 


No 


24. Totaj Length of 
Employee’s Federal 
Civilian Service 

/d ]/&"<£ 


25. Inclusive Dates Employee Received Leave Pay For Any Part of The Period Since Stopping Work 


a. Annual Leave 

1 

b. Sick Leave 

1 

c. Other (Specify) 


! 


1 

| 


- 

5 


1 



PART C - CONTINUATION OF PAY 


26. Pay Rate Used For "Continua- 
tion of Pay" Purposes 


.d. ^ 


h 


per nO^Z 


27. Inclusive Dates Regular Pay Continued During 
Period of Disability, Do Not Include Periods of Sick y 
or Annual Leave j i J 

From s G/i/1% Through: 


28. Gross Dollar Amount of Regular Pay Which 
Employee Received During Period of Disability. 
Do Not Include Pay Received For Sick or Annual 

Leave uJ. 


29. If Pay Rate Changed While The 
Employee Was Receiving Continuation 
of Pay, Show Date of Change And New 
***** fAfo., day, year; / 

/j/ft 

a. 

Base Pay 

b. 

Subsistence 

c. 

Quarters 

d. Other (Specify) 

$ per 

$ per 

$ per 

$ per 

PAR* 

1* D - COMPENSATION 


30. Date And Hour All Pay Terminated 
(Mo., day, year} 



tt/sf/fZ 


□ PM 


31. Period For Which Compensation Is Claimed 

, L ' 


From* 


Through 


y/^/l * 


32. Deductions: 


a. Was Employee Enrolled On Date Pay Stopped? 

b. If Yes* Furnish Code Number, 

c. If Yes, Give Date Through Which Deductions Were Last Made. 


Health Benefits 

O^Ycs D 

jwm 


No 


Optional Insurance 
□ Yes 


ranee 

0^No 


PART E - RETURN TO DUTY 


33, Date And Hour Returned To Work 
(Mo., day , year) 

sHi 1 1 (OuT~ 


□ AM 

□ PM 


34. Pay Rate At Time 
Returned To Work 


35. Show Work Week On Return To Work If Other Than 
Monday Through Friday 


M 


36, If Work Assignment Has Been Changed Because of Disability Resulting From The Injury, Describe Type of Work Employee Is Now Performing. 


PARTF - CERTIFICATION 


37. I certify that the information given above and that furnished by the employee on the reverse of this form is true to the best of my knowledge 
with the following exceptions: 


38, Signature of Supervisor 


— f 


39, Title And Office Phone Number 


^ sM'l Cc. 


3 c ito 


40, Date (Mo., day, year)/ 

6 // 6 / 7 Z 


CA-7 
Rev. Feb. 1975 
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U.S, DEPARTMENT OF LABOR 
EMPLOYMENT STANDARDS ADMINISTRATION 
OFFICE OF WORKERS’ COMPENSATION PROGRAMS 


1 NAME OF INJURED EMPLOYEE (Last, first, middle I 


ATTENDING PHYSICIAN'S REPORT 


Parked. Sji, 




4, PERIOD COMPENSATION IS CL AIM EO AS A RESULT OF PAY LOSS 
(Mo,, day, year) J j f j 

FROM L > / / S / ? ? TO ?/AS /? ^ 


5, WHAT HISTORY OF INJURY ( including disease caused by the 

y e \\ ofC Um:IcU^ 

employment) DID EMPLOYEE GIVE YOU? 

K^vrt- 

6. WHAT ARE YOUR FINDINGS ( Include results of x-rays, laboratory tests, etc.)? 
[__LLln bo < 5><PSr£.ir\ 

/AuAcAe <^>ASf>vS 


7 WHAT IS YOUR DIAGNOSIS? 



Sav>>e as cUoou^--' 



S, DO YOU BELIEVE THIS^DISABI LITY IS IN ANY WAY RELATED TO THE HISTORY OF THE INJURY AS GIVEN ABOVE? 

(Please explain your ajrfwer if there are doubts) 

(U^ES □ NO 

_ z 


DID INJURY REQUIRE HOSPITALIZATION? [UyES 

IF YES, OATS OF ADMISSION (Mo., day , year; 
DATE OF 01 SCHARGE 

m<o 

10, IS ADDITIONAL HOSPITALIZATION 
REQUIRED? / 

□yes El no 


11, OPERATI ONS (! f any,\detcribe type) 


13. WHAT (Other) TYPE OF TREATMENT DID YOU PROVIDE? 


ES OF TREATMENT (Mo., day. year) 





14, WHAT PERMANENT EFFECTS, IF ANY, 

DO YOU ANT) CIPATE? A 

_______ 


17. DATE OF DISCHARGE 
FROM TREATMENT 
(Mo,, day, year; 


IB. PERIOD OF DISABI LITY (If termination date unknown* so DATE EMPLOYEE ABLE TO RESUME (Mo* day. year) 

indicate) (Mo., day. year) T/3^/7^ PrfSeZ* f A 

TOTAL DISABILITY FROM LIGHTWORK / / / 

PARTIAL DtSABrUTY 1 FROM TO REGULAR WORK /'* / f' 


20 IF EMPLOYEE IS ABLE TO RESUME WORK, HAS HE BEEN ADVISED? [^YES ^l<0 I F Y ES, FURNISH DAT E APV ISED. 

21. IF EMPLOYEE IS ABLE TO RESUME ONLY LIGHT WORK, INDICATE THE EXTENT OF HIS PHYSICAL LIMITATIONS AND 
THE TYPE OF WORK HE COULD REASONABLY PERFORM WITH THESE LIMITATIONS, 


Ai a 


22. GENERAL REMARKS AND RECOMMENDATIONS FOR FUTURE CARE, IF INDICATED, 



25. DATE OF REPORT 
fiVfa. day, yedr) 


6>//y/7f 
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US. DEPARTMENT OF LABOR 
EMPLOYMENT STANDARDS ADMINISTRATION 
OFFICE OF WORKERS' COMPENSATION PROGRAMS 

FOR INSTRUCTION? SEE REVERSE SIDE 

STATEMENT OF INJURED EMPLOYEE 


CLAIM FOR CONTINUING COMPENSATION 
ON ACCOUNT OF DISABILITY 



2 OWCP FILE NUMBER, IF KNOWN 


4. SOCIAL SECURITY NUMBER 


5. DATE AND HOUR OF INJURY . ^ 6. PERIOD COMPENSATION IS CLAIMED AS A 

Wo , ctev, j/ea/J ^ AM RESULT Of PAY LOSS (Mo , tfay, /earV j 

□ PM FROM '?f/b/ r 7%' THROUGH: 5? /7c? 


7. HAVE YOU RECEIVED ANY LEAVE PAY DURING THE 8 AMOUNT RECEIVED $ 

PERIOD SHOWN IN>T£M 6.? DATES COVERED BY LEAVE PAY 

□ YES E'NO IF YES, COMPLETE ITEM 8 f ROM THROUGH 



10. IF YOU HAVE APPLIED FOR EMPLOYMENT WITH THE U.S. TRAINING AND EMP LOYMENT SERVICE GIVE 
THE FOLLOWING: 

REGISTRATION NO DATE OF REGISTRATION OFFICE ADDRESS 

All ft 


11 IF YOU WERE ONLY PARTIALLY DISABLED AND DID NOT WORK, STATE REASON FOR NOT WORKING 

aJr 


12 IF, SINCE FILING YOUR INITIAL CLAIM FOR COMPENSATION, YOU HAVE APPLIED FOR OR RECEIVED 
VA BENEFITS BASED ON MILITARY SERVICE FOR THE UNITED STATES, GIVE THE FOLLOWING 


CLAIM NO 


NAME AND ADDRESS OF OFFICE 
WHERE CLAIM IS FILED 


NATURE OF DISABILITY AND MONTHLY PAYMENT 

aj|a 


13 IF, SINCE FILING YOUR INITIAL CLAIM FOR COMPENSATION, YOU HAVE APPLIED FOR 

OR RECEIVED AN ANNUITY UNDER THE CIVIL SERVICE RETIREMENT ACTOR OTHER FEDERAL 

RETIREMENT OR DISABILITY LAW, GIVE THE FOLLOWING' klA>lr . A , iri 

NAME AND ADDRESS OF OFFICE 

CLAIM NO AMOUNT OF MONTHLY PAYMENT WHE RE CLAIM IS FILED 


N m 



I in iiilc tr Mn Sufiui iuti‘H<k 4 nl *>j fJtiLuiui m** I* i tmii'i miuiit |*i nilmu Ollii i 
Vk ishmuiofi, J 1 1 fi|<*J J*i u <* >"» : i pi i lun 
Mm I- Vumlji'i 1 


15. DATE (Mo., day, year) 

7/^/1 y 


mtmu oilui 

Form C A- 8 Revised Nov. 1Q7-I 
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STATEMENT OF OFFICIAL SUPERIOR 


16 IF EMPLOYEE HAS RETURNED TO WORK, 
SHOW DATE AND HOUR 
(Mo t day, year) . 

SA - , \\ 1O0. t 


□ AM 

□ PM 


17 SHOW EMPLOYEE'S WORK WEEK ON RETURN 

TO DUTY, IF OTHER THAN MONDAY THRU FRIDAY 


S j M 


W 


18 HAS EMPLOYEE RECEIVED ANY PAY FOR WORK, 
LEAVE, SUBSISTENCE, QUARTERS OR OTHER 
REMUNERATION FROM YOUR AGENCY DURING THE 
PERIOD SHOWN IN ITEM 6JDNJHE REVERSE SIDE? 

□ yes 


19 IF ANSWER TO ITEM 18, IS YES, SHOW: 
AMOUNT $ 

TYPE OF PAYMENT 

PERIOD FROM THROUGH, 


20 IF THERE HAS BEEN ANY CHANGE IN EMPLOYEE'S HEALTH BENEFIT ENROLLMENT AND/OR OPTIONAL INSURANCE 
SINCE PREVIOUS CLAIM FOR COMPENSATION WAS SUBMITTED, PLEASE EXPLAIN he change of plan or option, if 
additional deductions have been made by the agency, show amount and period I 



21 REMARKS 


22 S 

i 

IGNATURE OF OFFICIAL SUPERIOR 

Qj-H-L- ' T&rUCit/n 


24. DATE 
r (Mo., day, yean) 

7 A/ 7% 

. 1 — - =■ z '' / 


INSTRUCTIONS FOR INJURED EMPLOYEE 

a. Items 1, through 1 5. on the reverse side should be completed by the injured employee or by someone acting 
on the employee's behalf. The form should then be given to the official superior 


b. The in|ured employee should file Form CA-8 each two weeks during the period of disability unless otherwise 
notified by the OWCP, A copy of the form will be enclosed with each compensation check. Additional 
copiermay be obtained from the OWCP or the employing agency. 

c. Employees are advised that fraudulent claims are punishable by a fine of not more than $2,000, or 
imprisonment for not more than one year, or both. 

INSTRUCTIONS FOR OFFICIAL SUPERIOR 

a. The official superior must complete items 16. through 24. and forward the form to the appropriate 
OWCP office. 

b. The official superior must also complete items 1. through 6. on Form CA-20a before sending that form to 
the attending physician. It will also be necessary for the official superior to show in item 3. on the reverse 

of the Form CA-20a, the address of the OWCP office to which the physician should send the completed form. 


If additional space is required for any reply, a separate sheet of paper may be used, numbering the 
answers to correspond with items on the form. 

NOTE: DELAY IN SUBMITTING THIS FORM PROPERLY COMPLETED, OR WITHOUT SUPPORTING MEDICAL. 
EVIDENCE, WILL DELAY PAYMENT OF COMPENSATION. 


Form CA-8 Revised Nov, 1974 


- 201 - 







U.S. DEPARTMENT OF LABOR 
EMPLOYMENT STANDARDS ADMINISTRATION 
OFFICE OF WORKERS' COMPENSATION PROGRAMS 

ATTENDING PHYSICIAN'S 

SUPPLEMENTAL REPORT 

FOR INSTRUCTIONS SEE REVERSE SIDE 

1 NAME OF INJURED EMPLOYEE (Last, first, middle) 

$G.v\Cev-' 

2. OWCP FILE NUMBER, IF KNOWN 

fwS- looooo 

3 HOME MAI LI NG ADD RESS ! Include tip code) 

Uj Oljj V)i£u~. /2<X, 

4. SOCIAL SECURITY NUMBER 

p ir- & 4- 

6. DATE AND HOUR OF INJURY 

(Mo., day, year) Jd'.dlrfMA 

□ pm 

6. PERIOD COMPENSATION IS CLAIMED AS A RESULT 

OF PAY LOSS (Mo., day, year) 

FROM: *7 THROUGH: %//<£>/) ^ 

7. DATE OF MOST RECENT 

EXAMINATION (Mo., day, year) 

■s /*h y 

8, IS EMPLOYEE'S PF 
DUE TO THE INJU 
COMPENSATION 1 

Q-YK 

RESENT CONDITION 
RV FOR WHICH 

S CLAIMED? 

□ NO 

9. IS EMPLOYEE TOTALLY 

DISABLED FOR USUALWORK? 

&-VfS^" Q NO 

10. DESCRIBE NATURE OF PRESENT IMPAIRMENT 

11. STATE DIAGNOSIS 

U4te.b**a0r*j 1 m 

on ^ipoKvbloiS | i 4-KeS,S / 

f\ as <l\^ 

12, WHAT TREATMENT IS EMPLOYEE RECEIVING AND HOW OFTEN IS IT GIVEN? , 

$€{/' C&T/OJO f 3 -///heS A 

13. WHAT PERMANENT EFFECTS, IF ANY, ARE 
ANTICIPATED? 

....... ... . ..... ... 

14. DESCRIBE ANY CONCURRENT DISABILITY EMPLOYEE 
HAS WHICH IS NOT RELATED TO THIS INJURY 

Mh 

18. WILL DISABILITY FOR REGULAR WOJWrtONTINUE 

FOR 90 DAYS OR LONGER? [IKE S 0 NO 

IF NO, APPROXIMATELY WHAT DATE WILL EMPLOYEE 

BE ABLE TO RETURN TO WORK? (Mo., day, year) 

16. IF EMPLOYEE IS ABLE TO RESUME REGULAR WORK, 

HAS HE OR SHE BEEN SO ADVISED? □ YES □ NO 

IF YES, SHOW DATE EMPLOYEE WAS INFORMED 
(Mo., day, year) 

17. IF EMPLOYEE IS ONLY PARTIALLY DISABLED, SHOW 
DATE HE OR SHE WAS ABLE TO PERFORM SOME WORK 
AND DESCRIBE SPECIFIC WORK RESTRICTIONS, tie. limi- 
tations In stooping, bending, lifting, etc.) 

18. IF EMPLOYEE HAS BEEN REFERRED TO ANOTHER 

PHYSICIAN FOR CONSULTATION OR TREATMENT, GIVE 
PHYSICIAN'S NAME & ADDRESS. 

19. RECOMMENDATIONS AND PROGNOSIS J // /n /? / * 

20. ADDRESS {Include ztpcode) ^ a 

II &»**'**& 

PbY'-^kcm O , U 

2L IF YOU SPECIALIZE, INPICATE SPECIALTY 


23. DATI: OF REPORT' (Mo., day, year) 

y/jAy 


Form CA-JOa Rovined Nov, 1974 
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TASK BOOK 

LONG TERM CASE REVIEW 
PARKER CASE 


December 1, 1979 


Office of Workers' Compensation 
666 11th Street, N.W. 
Washington, D.C. 20211 


RE; Parker, Mary H. 
Claim No; A25-100000 


Dear Sir; 

This patient was examined by me on 12/1/79. Chief complaints 
continue to be that of stiffness and pain in the lower back 
region. 

New X-rays were taken but revealed nothing new. Straight leg 
raising was 40° and muscle spasms were noted in lower lumbar 
region. 

I feel the patient continues to be disabled from all work due 
to the 4/30/78 injury. If additional information is needed, 
please feel free to contact me. 


Sincerely. 


T. A. Baker, M. D. 


Copy to : 

Norfolk Naval Shipyard 
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OOK 

ERM CASE REVIEW 
CASE 


October 15, 1980 


of Workers ' Compensation 
th Street, N.W. 
gton, D.C. 20211 


RE: Parker, Mary H. 

Claim No: A25-100000 


ir : 

saw the above patient on 10/15/8 0. At that time she was 
ining of pain and stiffness in the lower back. When she 
, her gait favored the left side more than the right. 

Lation revealed limited range of motion. Muscle spasms 
ue to be noted and I could not, at this time, obtain a 
ht leg raising because of pain. 

it to continue medication for muscle spasms and physical 
>y three times a week. I also recommend no work until 
it is seen for next re-check. 


Sincerely, 


T. A. Baker, M. D. 


.o : 

.k Naval Shipyard 
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TASK BOOK 

LONG TERM CASE REVIEW 
PARKER CASE 


November 20 , 1981 


Office of Workers' Compensation 
666 11th Street, N.W. 
Washington, D.C. 20211 


RE: Parker, Mary H. 

Claim No: A25-100000 


Dear Sir : 

Patient was seen 11/20/81 and continues to complain of pain and 
stiffness . 

Physical examination noted straight leg raising of 60° and 
muscle spasms in lower lumbar region. A limited range of 
motion was also noted. 

I feel patient would benefit from a whirlpool and have 
recommended she rent one. To remain out of work until she is 
rechecked in one month. 


Sincerely, 


T. A. Baker, M. D. 


Copy to: 

Norfolk Naval Shipyard 
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TASK BOOK 

LONG TERM CASE REVIEW 
PARKER CASE 


September 25, 1983 


Office of Workers' Compensation 
666 11th Street, N.W. 

Washington, D.C. 20211 

RE: Parker, Mary H. 

Claim No: A25-100000 

Dear Sir: 

The patient was in today for her monthly check-up. Complaints 
of pain and stiffness continue. 

Examination revealed straight leg raising of 60°. No new 
X-rays were taken at this time. Muscle spasms continue in 
lower lumbar region and this puzzles me. 

Due to the continuing pain, stiffness and muscle spasms in the 
lower lumbar region, I would like for my associate to examine 
this patient. Upon next monthly visit, I will have my 
associate evaluate. In the interim, continue same treatment 
plan and remain off work. 


Sincerely, 


T. A. Baker, M. D. 


Copy to: 

Norfolk Naval Shipyard 
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TASK BOOK 

LONG TERM CASE REVIEW 
PARKER CASE 


October 29, 1983 


Office of Workers' Compensation 
666 11th Street, N.W. 
Washington, D.C. 20211 


RE: Parker, Mary H. 

Claim No: A25-100000 


Dear Sir: 

The patient was in for her monthly re-check on 10/29/83. As I 
advised previously, I had my associate, Dr. Wood, examine her. 

His findings with which I concur were limited range of motion, 
straight leg raising to 40°, muscle spasms and congenital 
spondolosithesis . Dr. Wood recommended that muscle relaxers be 
discontinued and hot whirlpool baths be the substituted 
treatment. 

At this point, I feel patient continues to be disabled from all 
work and may eventually have to seek disability retirement. 

Sincerely, 


T. A. Baker, M. D. 


Copy to: 

Norfolk Naval Shipyard 
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TASK BOOK 

LONG TERM CASE REVIEW 
PARKER CASE 


May 1, 1984 


Office of Workers' Compensation 
666 11th Street, N.W. 
Washington, D.C. 20211 


RE: Parker, Mary H. 

Claim No: A25-100000 


Dear Sir: 

I have examined the above on this date. The patient continues 
to complain of pain and stiffness in the lower lumbar region. 

Examination revealed straight leg raising to 60°. X-rays 
revealed nothing new. Muscle spasms were noted on lower lumbar 
region. 

It is my opinion, based on the history of the injury and the 
current findings above, that the patient continues to be 
totally disabled from any type of work due to the occupational 
injury. 


Sincerely, 


T. A. Baker, M. D. 


Copy to: 

Norfolk Naval Shipyard 
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PART B — PHYSICIAN 


10. IS THE EMPLOYEE ABLE TO PERFORM HIS/HER REGULAR WORK (Described in item /)? D YES 
(If yes, indicate whether Part or Full Time and date able to resume such work) 


□ PART TIME 

Hour* a day 


D FULLTIME 


Date (Mo., day , year) 


11, E ^H?.T5 E ABLE TO PERFORM LIGHT WORK? fcH?0 □ YES. IF YES, CHECK THE WORK TOLERANCE LIMITATIONS 

WHICHAREDUETOTHEINJURY, (including Preexisting Conditions.) 


PHYSICAL LIMITATIONS 

SEDENTARY - LIFTING 0 to 10 POUNDS 
LIGHT - LIFTING 10 to 20 POUNDS 
MODERATE - LIFTING 20 to BO POUNDS 
HEAVY - LIFTING 50 to 100 POUNDS 
PULLING/PUSHING, CARRYING 
REACHING OR WORKING ABOVE SHOULDER 


WALKING { HOURS) 

STANOING ( HOURS) 

SITTING { HOURS) 

STOOPING ( HOURS) k 

KNEELING ( HOURS) 

REPEATED BENDING ( HOURS) 

CLIMBING ( HOURS) 

OPERATING A MOTOR VEHICLE, CRANE, TRACTOR, ETC. 
OTHER; 

EXPOSURE LIMITATIONS (Specify): 


FULL 

RESTRICTION 


PARTIAL 

RESTRICTION 


NO 

RESTRICTION 


12. IF THE EMPLOYEE IS TOTALLY DISABLED FOR DUTY, GIVE A BRIEF REPORT AND PROGNOSIS v y 

Lite, X ^ 


13. PERIOD^SF DISABILITY (if termination data unknown, so-lndicete) 14. DATE EMPLOYEE ABLE TO RESUME work (Mo., day, year) 

TOTAL DISABILITY FROM LIGHT WORK 

PARTIAL DISABILITY FROM .. — - TO * REGULAR WORK □ / 


IB, IF EMPLOYEE IS ABLE TO RESUME WORK, HAS HE/SHE BEEN ADVISED? □ YES □ NO, IF YES, FURNISH DATE ADVISED 
(Mo., day, year) . t 


16. DIAGNOSIS OF CONDITION DUE TO INJURY 




17. DATE OR EXAMINATION 18, DATES OF FURTHER APPOINTMENTS, IF ANY 

5/7//V , 7r) 

19. SIGNATURE AND TYPED OR PRI NTED NAME OF I 20 PRO F ESSION AL DEGREE 1 21 , ATE (Mo, day t year) 


PHYSICIAN 








For sole by the Superintendent of Document*, U.8. Government Printlnf Office, Waahlngton, D.C, 20403 
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TASK BOOK 

LONG TERM CASE REVIEW 
PARKER CASE 


From the choices below, select one of the courses of action 
that you would take. 


a. Notify OWCP that you are willing to offer 

Ms. Parker a limited duty assignment. Turn to 
page 212, Box 3. 


b. Since the medical condition has stabilized, request 
OWCP to do a LWEC rating. Turn to page 252, Box 2. 


c. Since the current medical evidence supports a job 
injury disability, review the next medical report 
(in 6 - 12 months) for any changes in medical 
status. Turn to page 211, Box 4. 


d. Ask OWCP to get a medical re-evaluation of 
Ms. Parker on the basis that one would expect 
comprehensive testing if the claimant has failed to 
respond to conservative treatment. Turn to 
page 253, Box 1. 
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From page 190 


The disability mentioned by the doctor (bending and 
stooping is painful) is not clearly related to the job 
injury (back strain) of 1980. Given the long-time to 
recover from the back strain and the degenerative disk 
condition, the disability may be unrelated to the job 
injury , 

Return to page 190 and make another selection. 



From page 191 


Yes. This is the correct procedure. Since Ms. Williams 
has an accepted claim and is no longer an agency employee, 
only OWCP can act directly to get the needed medical 
evidence . 

Turn to page 19 2 to see a sample letter to OWCP, then turn 
to page 193 to begin the next module. 


From page 188 



There is some medical evidence. However, to be 
sufficient, the evidence would have to be: 

objective (not subjective) 

current (not more than 6 months old) 

support total disability (not partial! 


Return to page 188 and choose a different answer, 




Although the doctor cites specific findings supporting 
job-related disability, there has been no explanation of 
why this condition has lasted 6 years. Dr. Baker reported 
on Sept. 1983 that she was puzzled over the lower back 
spasms. Some action seems called for. 

Return to page 210 and try again. 


- 211 - 





From page 188 



Correct. The evidence is not sufficient. 
Now turn to page 190 for the next task. 



From page 190 


Not really. The doctor states that the patient is 
disabled for work, but offers no medical reason. The 
doctor maintains that bending and stooping are painful, 
but described no other disabilities. This is not total 
disability. 

Return to page 190 and try again. 




From page 210 


As long as the treating physician declares the claimant 
totally disabled and there is no prevailing medical 
evidence to the contrary, re-employment is not an option. 

Return to page 210 and select another alternative. 



From page 191 


No, since Ms. Williams is no longer an agency employee, 
OWCP would have to determine if and when Ms. Williams is 
able to return to work. 

Return to page 191 for another choice. 
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TASK BOOK 

LONG TERM CASE REVIEW 
DONALDSON CASE 


You have selected names from your review of the chargeback list 
for cases to review. You are now reviewing the following file 
for Lucille Donaldson who was separated from the Postal Service 
on December 17, 1983. Review the following pages (214 - 231) 
from her case file. Assume today's date is February 8, 1985. 
Then answer the questions at the bottom of page 232. 

If you need to refer to the Resource Book, consult 
pages 59 - 61. 
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U.S. DEPARTMENT OF LABOR 
EMPLOYMENT STANDARDS ADMINISTRATION 
OFFICE OF WORKERS' COMPENSATION PROGRAMS 


FEDERAL EMPLOYEE'S NOTICE OF T RAUMATIC INJURY 
AND CLAIM FOR CONTINUATION OF PA Y/COMPENSATION 


2. Date of Birth 

/ i 

3, 0 Male 

4. Social Security Number 

% 

(3"£emale 

5 -%-c# ■///? 


3 s of Injured fmplayoo (Latt, first, jnfddlel , 


m/.’/’o 


5. Employee's Home Mailing Address (No,, street , city, state , zip code ) 

SHb Jd. MUltLo 


0 


6, Home Telephone 7 7/5 

AreaCode.3/2. ' 

Number: 


7, Nome and Adless of E mplowmg Agency ( 

Us Piutf (jtuue-o 
wun n LfilsL. 



Weir, 


rKdy 


8. Place Where Injury Occurred te g., 2nd floor, Main Post Office 
Bldg., 12th & Pina) , // 

/} , YX/Orc yld.HL/ 

(flilAc L C ' 


! 9. Date and Hour of 

|n i ur v "3 

I 10, Date of This Notice 

11, Dependents// 

□ 

(mo., day, .year) 

□ AM 

f (mo., day , year) 

Wife/Husband 

'/mBL. 

0-PM 

\ luhEl 

Children Under 18 Years Old 

□ 


12. Employee's 
/ )oo6jpatlon 


i o vauwj d i injury iwscrtuv nuw uriu wny i iw injury uuvunuvj 

(yi/luji UUfo lUuJllujLO 

SW uut &&&} 


14, Nature of Injury (Identify the part Of the body injured, e,g., 
fractured left leg, etc.) 

(Amu ^utl- y ylmms 
/L&tyct Aru&c; 

(r 


IB. If This Notice and Claim Was Not piled With The Employing Agency Within 2 Working Days After The Injury, Explain The Reason 
For The Delay. 


16. 1 certify that the Injury described above was sustained In performance of duty as an employee of the United States Government and that 
it was not caused by my willful misconduct. Intent to Injure my6eff or another person, nor by my Jntoxlcotfon, I hereby claim medical 
treatment, If needed, and the following, as checked below, while disabled for work: 


□ a. 


Sick and/or annual leave 


i. Continuation of regular pay not to exceed 46 days and compensation for wage loss If disability for work continues beyond 46 
days (If my claim Is denied, I understand that the continuation of my regular pay shall be charged to sick or annuel leave, or 
be deemed an overpayment within the meaning of 6 U$C 5584} ,* y\ 


iWzCLc hJ 

Signature of Employee or Person Acting on H is/Hor Behalf 


17. Statement of Witness (Describe What you saw, heard or know about this Injury) 


3. Witness' Signature 


19. Witness' Address 


20. Date Signed 
(mo., day, year) 
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Form CA-J 
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OFFICIAL SUPERIOR'S REPORT OF TRAUMATIC INJURY 


22. Bureau or Office 



24. Regular Work Day \4\0O 

_ . /I A ,1 O AM ^ EfaM 

Be9 ' n \3'.30 ow Ends □ pm 



29. Date and Hour Stopped 30, If Pay He* Seen Terminated, 
Work Give Date 

imp., day , yead (mo. t day, year) 




34, Name of Supervisor At Time of 

Injury y~\ 


d/WUuc (MAl 


35. Was Employee In Performance of Duty At The Time ii Injury? Q.Ses, If No, Furnish A Detailed Explanation Or A Copy 

of Employing Agency's Investigation Report, 

UUU> d&sitoM/ btd£> hi£ 


36, Was Injury Caused By WJHfuf Misconduct, Intoxication or Intent To Injure Self or Another? 
□ Yes QJno. If Yes, Furnish Detailed Report, 


37. Wes Injury Caused By Third Party? U Yb * GH°‘ If Vei, Furnish Name and Address of Party Responsible. 


38. Date Employee First Obtained 39J^ame and Address of Physician First Providing Medical Care 40. Do Medical Reports Show 
Medical Care for The Injury jt -jh't In f Z\ Employee Is Disabled For 

(mo., day, year) (jjUAdUuJ /lUUU! /W ' Work? 

/'A///- SZO'l D “° 


4t. Does Ypur Knowledge of The Facts About This Injury Agree With The Statements of The Employee And/Or Witness? 

QNO. If No, Furnish AC Detailed Explan.rlon, fiyUUO llQUcfr 

ft tdJXiU ftud 


42, Does The Employing Agency Controvert Continuation of Pay? [J Yes [ \J-NdT If Yes, Give Full Explanation For Bails of 

Controversion (See Item 6 of Instruction Sheet). Attach Additional Sheets If More Spece Is Needed. 



46. Date (mo. f day, year) 

nli/gL. 












bHV’wr'i’vm ouwuras Aarrwniitr»t(on 

Offlc* of Workers' Compeneetlon Progmrm (OWCP) 


DUTY STATUS REPORT 


The following request for information Is authorized by law (5 USC 0101 et seq.) Benefits and/or medical services expenses may 
not be paid or may be subject to suspension under this program unless this report Is completed and filed as requested. 
Information collected will be handled and stored In compliance with the Freedom of Information Act, the Privacy Act of 1974 
and the OM B Clr. A- 1 00. . 


PART A -SUPERVISOR 


t. NAME AND ADDRESS OF THE MEDfCAL FACILITY AUTHORIZED TO PROVIDE MEDICAL SERVICES 


4. OCCUPATION 



ESCRIPTION OF REGULAR WORKyfNCLUDI NG PHYSICAL REGUf REMENTS 
a. EXPOS UR e (Check applicable axpoaura and fill in number of hourt of axpoaura each work day} 


6. SOCIAL SECURITY 
MJMBER 

33L&3-///7 


to. PHYSICAL REQUIREMENTS OF REGULAR WORK 


SEDENTARY - LIFTING 0 to 10 POUNDS 
LIGHT * LIFTING 10 to 20 POUNDS 
MODERATE -LIFTING 20 to 80 POUNDS 
HEAVY - LIFTING 50 to ABOUNDS 7 O 
PULLING/PUSHINQ < CARRYING 
REACHING OR WORKING ABOVE SHOULDER 


Frequency (Provide frequency, £e», number of tfmat or houra par day. In 
appropriate box). 


WALKING ( HOURS) 

STANDING < HOURS) 

SITTING . < HOURS) 

STOOPING ( HOURS) 

KNEELING ( HOURS) 

REPEATEO BENDING ( HOURS) 

CLIMBING ( HOURS) 

OPERATING A MOTOR VEHICLE. CRANE, TRACTOR, ETC, 
OTHER! 



S. SEND A COPY OF THIS REPORT TOs 

US. DEPARTMENT OF LABOR 
Employment Standards Administration 
Office of Workers’ Compensation Program* 


9. NAME AND ADDRESS OF EMPLOYING AGENCY, WHICH 
IS TO RECEIVE THE ORIGINAL REPORT. 


INSTRUCTIONS FOR COMPLETION AND 
SUBMISSION OF DUTY STATUS REPORT 

SUPERVISOR: Complete Part A. The form should then be referred to the attending physician for completion of Part B. 


ATTENDING PHYSICIAN: Complete Part B. The original form should be returned to the employing agency (as shown in 
Item 9). To prevent Interruption in the continuation of the employee's pay, the completed form should be returned to the 
employing agency within two days following examination and/or treatment. A copy of the form should also be sent to the 
OWCP (as shown in Item 6). 
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Form CA-17 
Rev. July 1901 











For Ml* b r the Superintendent of Document*, U.B, Government Printing Office, Wearing too, D.C, 20402 
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yment Standards Administration 
>f Workers' Compenwtjon Program* fOWCP) 


REQUEST FOR EXAMINATION AND/OR TREATMENT 


PART A - AUTHORIZATION 


VIE AND AODRESS OF THE MEDICAL FACILITY OR PHYSICIAN AUTHORIZED TO PROVIDE THE MEDICAL SERVICE 



I ARE AUTHORIZED TO PROVIDE MEDICAL CARE FOR THE EMPLOYEE SUBJECT TO THE FOLLOWING CONDITIONS! 


A- FURNISH OFFICE AND/OR HOSPITAL T RE ATMENT AS NECESSARY FOR THE EFFECTS OF THIS INJURY. ANY 
SURGERY, OTHER THAN EMERGENCY, MUST HAVE PRIOR OWCP APPROVAL 

B- THERE IS DOUBT WHETHER THE EMPLOYEE'S CONDITION IS CAUSED BY AN INJURY SUSTAINED IN THE PER- 
FORMANCE OF DUTY OR IS OTHERWISE RELATED TO HIS EMPLOYMENT, YOU ARE AUTHORIZED TO EXAMINE 
THE EMPLOYEE, USING INDICATED NON-SURGICAL Dl AG NOSTf C STUDI ES, AND PROMPTLY ADVISE THE UNDER- 
SIGN E D WHETHER YOU BELI EVE THE CONDITION IS DUE TO THE ALLEGED INJURY OR TO ANY CJ RCUMSTANCE 
OF THE EMPLOYMENT, PENDING FURTHER ADVICE, YOU MAY PROVIDE NECESSARY CONSERVATIVE TREAT- 
MENT IF YOU BELIEVE THE CONDITION MAY BE DUE TO THE INJURY OR TO THE EMPLOYMENT, 


DISEASE OR ILLNESS IS INVOLVED, OWCP APPROVAL FOR ISSUING AUTHORIZATION UNDER ITEM 6B ABOVE, WAS 
AINED FROM 


(Nam* of OWCP official) 

JATURE OF AUTHORIZING OFFICIAL (Sign all cople*) 

9. TITLE 

jJtk, 

£/<-) 

AL EMPLOYING AGENCY TELEPHONE NUMBER 

11. OATE {mu, ttav.vear) 

fU -SO/. 3 

"! 'i/EIl 

D ONE COPY OF YOUR REPORT TO (Fill In addra»>‘ 

13, NAME AND ADDRESS OF EMPLOYEE'S PLACE OF 
EMPLOYMENT, 

. S. DEPARTMENT OF LABOR 
mployment Standards Administration 
ffice of Workers* Compensation Programs 

Dipt or A^ancy 

Bureau or Office 

| Local Atidreas 

(Including Zip Coda) 
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FORM CA— 16 
(REV, DEC. 1974) 










PART B - ATTENDING PHYSICIAN'S REPORT 




16. WHAT HISTORY OF INJURY OR DISEASE DIO EMPLOYEE GIVE YOU? 

iULs «uJ yttnij q&uJi tictb 


16/lS/THERE ANY HISTORY OR EVIDENCE OF jpk EXISTJfvJG INJURY, DISEASE, OR PHYSICAL IMPAIRMENT? 
yh, please describe) (/ 

FI Vm 




19. DO YOU BELIEVE THE CONDITION /OUND WAS CAUSED OR AGGRAVATED BY THE EMPLOYMENT ACTIVITY DESCRIBED? 
(Pirate explain your answer if there >« doubt.) 


ie expiam your an 
[J/" □ No 


20. DID INJiURY REQUIRE HOS PITALI ZATI ON? Q Yes 

If yes, date of admission (mo,rday r year) 

Date of discharge (mo., day, year) 


22. SURGERY (I f any, describe type) 


21. IS ADDITIONAL HOSPITALIZATION 
REQUI RED? 

□ Y.. Q No 


23. DATE SURGERY PERFORMED <mo„ 
day, year) 



26, DATE OF FIRST EX AMI NA- 27. DATE(S) OF TREATMENT (mo. t day, year) 2S. DATE OF DISCHARGE FROM TREAT- 

TION (mo„ day, year) //A/ / . /- WENT (mo., d.y, y..r) 


'‘h/yz 


"Z 7 / "ft "A* "A* 

///Z3 ///jy / 


29. PERfOD OF DISABILITY (If termination data unknown, 'to Indicate) 30. DATE EMPLOYEE ABLE TO RESUME WORK (mo„ day, year) 

(mo., day, year) j j 

TOTAL DISABILITY* FROM //// TO LIGHT WORK 

PARTIAL DISABILITY: FROM ' TO REGULAR WORK 


31 IF EMPLOYEE IS ABLE TO RESUME WORK, HAS HE/SHE BEEN ADVISED? Q YES Q NO I F Y E5, FURNI SH DATE A DV ISE D 
(month, day, year) 


32. IF EMPLOYEE IS ABLE TO RESUME ONLY LIGHT WORK, INDICATE THE EXTENT OF PHYSICAL LIMITATIONS ANDTHE TYPE 
OF WORK, THAT COULD REASONABLY BE PERFORMED WITH THESE LIMITATIONS, 


mmsmm 




34. DO YOU SPECIALIZE? Q No (M yes, elate specialty 


36. ADDRESS (Number, street, city-state, ilp code) 

7 Ac) /fafyiofyfjciiJ 


39, MEDICAL Bl L|t. Chargee for your services may be presented in the space below or on your billhead stationery. 


Date or 
period of 
treatment 
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OMB No, 1216*0103 -Exp. *3082 


U.S. DEPARTMENT OF LABOR 
Employment Standards Admlnlitratlon 
Office of Worken' Compensation Program* {OWCP) 


DUTY STATUS REPORT 


The following request for Information Is authorized by law (5 USC 8101 etseq.) Benefits and/or medical services expenses may 
not be paid or may be subject to suspension under this program unless this report is completed and filed as requested. 
Information collected will be handled and stored In compliance with the Freedom of Information Act, the Privacy Act of 1974 
and the OMB Clr, A- 108. 


PART A — SUPERVISOR 


1. name and address op the medical facility authorized to provide medical services 


yhmj, fo# 



4. OCCUPATION 

(££, 



«. DESCRIBE HOW THE INJURY OCCURRED AND PARTS OP THE BODY AFFECTED. 


Lb UUcfyZlsyUh 


7. ^DESCRIPTION OF REGULAR WORK INCLUDING PHYSICAL REQUIREMENTS 
a. E XPOSU R E (Check applicable exposure end fill In numbqr of horn of exposure tech work c fey) 


b. PHYSICAL REQUIREMENTS OF REGULAR WORK 


SEDENTARY - LIFTING 0 to 10 POUNDS 
LIGHT — LIFTING 10 to 20 POUNDS 
MODERATE -LIFTING 20 to 60 POUNDS a > 
HEAVY - LIFTING 50 to fOO^OUNDS Q IfsiL# 
PULLING/PUSHING, CARRYING 
REACHING OR WORKING ABOVE SHOULDER 


Frequency (Provide frequency, i.*., number of timet or hours per day, In 
eppropriete box). 


WALKING ( HOURS) 

STANOfNG ( HOURS) 

SITTING ( HOURS) 

STOOPING ( HOURS) 

KNEELING < HOURS) 

REPEATED BENDING < HOURS) 

CLIMBING ( HOURS) 

OPERATING A MOTOR VEHICLE, CRANE, TRACTOR, ETC. 
OTHER: 



SEND A COPY OF THIS REPORT TO: 

US. DEPARTMENT OF LABOR 
Employment Standards Administration 
Office of WorJceiV Compensation Program* 



INSTRUCTIONS FOR COMPLETION AND 
SUBMISSION OF DUTY STATUS REPORT 


SUPERVISOR! Complete Part A. The form should then be referred to the attending physician for completion of Part B. 


ATTENDING PHYSICIAN) Complete Part B. The original form should be returned to the employing agency (as shown in 
Hem 9). To prevent Interruption In the continuation of the employee's pay, the completed form should be returned to the 
employing agency within two days following examination and/or treatment. A copy of the form should also be sent to the 
OWCP (as shown In Item 8). 




PART B- PHYSICIAN 


10. IS THE EMPLOYEE ABLE TO PERFORM HIS/HER REGULAR WORK (Described in item 7)7 □ YES □ NO 

(if yes, indicate whether Pert or Pull Time and date able to resume such work ) 


□ PART TIME 
Hours a day 


D FULL TIME 


Date (Mo., day, year) 


11. IS THE EMPLOYEE ABLE TO PERFORM LIGHT WORK? □ NO □ YES, IF YES, CHECK THE WORK TOLERANCE LIMITATIONS 
WHICH ARE DUE TO THE INJURY. (Including Preexisting Conditions .) 


PHYSICAL LIMITATIONS 

SEDENTARY - LIFTING 0 to 10 POUNDS 
LIGHT - LIFTING 10 to 20 POUNDS 
MODERATE - LIFTING 20 to 60 POUNDS 
HEAVY - LIFTING 50 to 100 POUNDS 
PULLING/PUSHING, CARRYING 
REACHING OR WORKING ABOVE SHOULDER 


WALKING ( 

STANDING { 

SITTING ( 

STOOPING ( 

KNEELING ( 

REPEATED BENDING ( 
CLIMBING ( 


HOURS) 

HOURS) 

HOURS) 

HOURS) 

HOURS) 

HOURS) 

HOURS) 


OPERATING A MOTOR VEHICLE, CRANE, TRACTOR, ETC, 
OTHER: 

EXPOSURE LIMITATIONS (Specify) i 


FULL 

RESTRICTION 

PARTIAL 

RESTRICTION 

NO 

RESTRICTION 


— 


































1 











12, IF THE EMPLOYEE IS TOTALLY DISABLED FOR DUTY, GIVE A BRIEF REPORT AND PROGNOSIS 


JIjjjYyJj-c^OXA oJl dt£lCLVH_} HVJutldbu 


13, PERIOD OF DISABILITY (If termination date unknown, so* indicate) 


TOTAL DISABILITY FROM 
PARTIAL DISABILITY FROM 


ilf 7/<f% TO 


14, DATE EMPLOYEE ABLE TO RESUME WORK (Mo., day, year) 
LIGHT WORK □ Cpf" 


REGULAR WORK □ ^ 


IB, IF EMPLOYEE IS ABLE TO RESUME WORK, HAS HE/SHE BEEN ADVISED? 0 YES □ NO. IF YES, FURNISH DATE ADVISED 

(Mo., day , year) 


16. DIAGNOSIS OF CONDITION DUE TO INJURY 



"fccf CXXJUL-' ^ 

o-AS oi/vu-- (>A3bl'uO 



y?<phjuu> cm du{ 
oAaJU 1 ' ‘ • 


17. DATE OF EXAMINATION 


18, DATES OF FURTHER APPOINTMENTS, IF ANY 


10. SIGNATURE AND TYPED OR PRINTED NAME OF 
PHYSICIAN 

Clcu ^ 


20. PROFESSIONAL DEGREE 


21 . DATE (Mo., day, yaar) 


For Wit by the Superintendent of Document,, U.B. Government Println, Offloe, Weehlnitoo, D.0, 50W3 
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U.S. DEPARTMENT OF LABOR 
EMPLOYMENT STANDARDS ADMINISTRATION 
OFFICE OF WORKERS' COMPENSATION PROGRAMS 


ATTENDING PHYSICIAN'S REPORT 




3. OATE AND HOUR OF INJURY f.Vlo.. day, year) 4 PERIOD COMPENSATION IS CLAIMED AS A RESULT OF PAY LOSS 


6. WHAT HISTORY OF JNJURY {including disease caused by the employinent) DID EMPLOYEE GIVE YOU? / 

?(c6C uUt&il/tj/ 



1 WHAT IS YOUR DIAGNOSIS? 



«j~ /l 







8. DO YOU BELIEVE THIS DISABILITY IS IN ANY WAY RELATED TO THE HISTORY OF THE INJURY AS GIVEN ABOVE? 
(Please explain your aytver if there are doubts) 


In yoUraryu 

Q>^s 


DID INJURY REQUIRE HOSPITAL! ZATfON? 


□ y ES 




IF YES, DATE OF ADMISSION (Mo,, day, year) 
DATE OF DISCHARGE 


10, IS ADDITIONAL HOSPITALIZATION 
REQUIRED? 


□ no 


* 1 . OPIRATI ONS (If any, describe type ) 


j/r 


12. DATE OPERATIONS PERFORMED 
(Mo,, day, year) 



14. WHAT PERMANENT EFFECTS. IF ANY, 
DO YOU ANTICIPATE?/ 


11 exam,°na^n t ~ / 

ilyffh ( y * V^/ S/Z'Z' 

PPflirVnnc nto * m \ ~ . 1 1 ' . If ~" ' 


_6m 


17. DATE OF DISCHARGE 
FROM TREATMENT 
(Mo., day , year) 


,9- Mte.M -A' 9, DAT£ £MPL0YEE ABLe'to RESJdfoE.M^'y, year, /T 

TOTAL DISABILITY FROM ff /f/o2^TO fMJ’d&Lf LIGHT WOFIK // sS A * si J 

_ PARTIAL DISABILITY' F ROM * * TO^ 

JO IF EMPLOYEE IS A£L E TO RESUME W ORK, HAS HE SEEN ADVISEE? HyES pNC .F YES. 

' THE TYVtof ’V S 0 RK L HE T CO f U E LO R EMONABlV^Pe'r FORM W^ThYh eVE^fMlTArTi?^! 1 ' S " H YSIC AL UMITAT.ON S AND 


2Z GENERAL REMARKS AND RECOMMENDArfoNS FOR FUTURE C AR E.TfiNDICaTED, 


2? ^JGNA^'Rc QF PHYSICIAN^ “ “ 

frha&tu^ ZiLi*) 


24. A DDR ESS (Nu m be^tlKe t, city, ,tate. rip code) [is. DATE OF REPORT 

/%f A_J ///ft} CWo„ tj* y, yeiyii 
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U.S. DEPARTMENT OF LABOR 

EMPLOYMENT STANDARDS ADMINISTRATION 

Offi ce of Worker,* Compenfation Program! IOWCP) 

" part a - EMPLOYEE'S STATEMENT 


CLAIM FOR COMPENSATION ON ACCOUNT OF 
TRAUMATIC INJURY 


i. Nrfijie of Injured Employee (Last, ntpddljJ’ 

4. I a Claim Being Made For Wag^Loss ? 

IlKm □ NO 


2. Social Security Number m. wnui » »• . - 

B, Is Claim Being Made For Scheduled Award Baaed On Permanent Diia^lllt 
Involving Member, Organ Or Function of Body? 

□*. CUM 

7. Has Any Pay Been Received For The Period Shown In Item 6? 

□ y«» □ No IfYM.Sim 

Full Amount And Inclusive Dates For Such Period ( Mo t , day, year) 


I a, OWCP File Number (If known) 


□ NO 


6. Period Compensation Is Claimed As A Result Of Wage Loss 
(Mo,, day, year; , 


„ JA. 


Through: 




8. Has A Claim Been Made Against Any Third Party Responsible For The Injury? Q y tJ 
If Yes. Give Name And Address Of Such Pa-ty Or Insurance Carrier 


.Through: , , — _ »— 

0. Status Of Third Party Claim/Amount 
Of Recovery 


HO. Were You Ever In The Armed Forces Of a* Service Number 
The United States? / 




> 03 I y. 

[3^o a 


Yes. Furnish 


11, If Answer To Item 10 Is Yes, Have You Applied a. Claim Number 
For Or Received Benefits From The Veterans Admin- 
istration Rased On Such Service? 


□ Yes f^No 1/ Yes, Furnish 


b. Branch Of Service i c. Period Of Service (Mo, day, year; 
» 

J Ftorai — 

[ Through: - 

b» Address of VA Office Where Claim Is Filed ! c. Natu 


12, Have You Applied For Or Received An Annuity Unoer 

The U.S, Civil Service Retirement Act Or Any Other Federal 
Retirement Or Disability Lasv7 

a, CJalm Number jb. Date Annuity Began (Mo„ day , year) 

» 

i 

i 

i 

A Amount of 

Monthly Payment 

□ Yes If Yes, Furnish 

* 

1 » 
i 

( 

• 

$ 


u Nature Of Disability 
And Monthly Payment 



14, Show Amount Paid Each Month For Support Of Dependents Not Living With You. Give Dependents' And Payee* 1 Names And Addreuej And State 
Whether Such Payments Ware Ordered By A Court, If Support Was Ordered By A Court, Attach A Copy Of The Order. 


I hereby make claim for compensation because of the injury sustained by me while In the performance of my duty for the United State*, Mid Injury 
not being due to willful misconduct on my pert or to my intention to bring about the Injury or death of myself or another, or to my IntoKlcatfon. 

J have been disabled because of tbh injury and have not refused or failed to perform any work 1 was able to do during the period for which compensa- 
tion is claimed and every statement above is true to the best of my knowledge and belief. 



1C, Employee's Home Mailing Address (Include Zfp Code) 


17, Date fAfo,, day, year) 

- 


p- o/ /m / 


r arm CA-7 

Fsb. 1976 
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PARTS - GENERAL 


58. N»ci« md AiJiiitw of R<pci(ting 0(fic# (dumber, t treet, city, 9(ate, up corfe) 


1? Pay Rate As 0( 

a. Bue Pa> ^7 ) 

* r b. Subststenoe 

!c, Quartets 

ti. Other (Speedy) 

Dale of Injury 43 ^^ 

Jrr# 

% y pet \ 

; $ 

per 

• $ P« 

$ per 

Date Employee 

Stopped VfOfk £gaxt^>> 



per 

l 

t 

; « Per ; 

5 Per 

20. If Employee Received Addiuonaj Pay 
tlat Identify Type And Show Amount 

% ue. PTemivim, Sunrfa^ 
X 

<v NigbU 

Mifejei)- 

21* Show Work Week When Pay Stopped If Other Than Monday 
Through Friday 

^J£7f P-D , 

P^r _ 


S M T 

W T F S 


* t* .. *T, ' "» — '*■* i 23. U Answer To 22 Is No, Would Th e Position Have *•*, vuvn. i*uui;uj m 

To The i * ^ tleveo Month* Immediately Prior J Provided Employ merit For Eleven Months, Except For Employee's Federal 


24. Total Lon nth nt 


To The Injury 


The Injury? 


Civilian Service 


i □ Ye> Q No □ Yes □ No 

?f. Rec<lvedI - ei '' p >y For Any Part of The Period Since Stopping Work 

A Annuxl U ave I u ' e^T * 1“ « 1 ‘ 


h S; % ?$ty.l 8 jys!fyj* 


j- PART C - CONTINU ATION Of PAY 

Uon of Pay" Purpose* C ° nUT1UA f f ^ ?*"*** a** P**}** [ 28™ Cross Dollar A mount of ReguTarPny^^ 

/J ( 7 ^3H) jg r-tve y ' 1 clude Periods 0 Sick * m ? loyee Rcccivcd Period ot 


J10 


From 


i*«?ave . k 

'• Through &/W/ 


Oo^Not Include R^ofvp^fw Sick or AnmieJ 


29 - If Rate Chimed wftn)e rht 
Employee W*j R«eM n< CbdtinuaUon 
of Pay, Show Date ot Change And Mew 
***** day, year) 

vj P_ 

50. Date And Hour AU Pay Terminate 
(Mo., day, year) 

\ M/S5/9& 

32. Deduction*: 


a. W« Employee Enrolled On Date Pay Stopped? 
h. It Yei, Furnish Code Number. 

C. u v«, Gl». D<te Through Wfcch Deduction, Were L«, Made. 


b. 

Subsistence 


c. 

Quarters 


: * Per ; , per 

- 1 - _ _ I 

PART 0 - CCMPENSAT JON ” 

P— For w h ici7"coVp^sVtkUH l CkU^TcT 


d. Other {Specify) 


/sM/rs 


Through: . 


Health Benefits 

G'tfes CJ is 

eh n 


S^ZZlCf" 

Optional Innirance 

C 3 N 

cm 


33 ' OaU And Hour Returned To Wot* 
A/4<\, day, year) 


PART E - RETURN T O DUTY 

1 Returned To Work 


it Bet _ | 


^ s M T W T F s 


"^TT^mfy th,, th, CERTIFICATI ON ~ ~ 

weth th, ,o Uowlnt «« P Uo«: 


the best of my knowledge^ 


38, ^ otSupejviyo/ 


■ 1 / jr*. s\ . 
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U.S. DEPARTMENT OF LABOR 
EMPLOYMENT STANDARDS ADMtNISTRATION 
OFFICE OF WORKERS' COMPENSATION PROGRAMS 

ATTENDING PHYSICJAN'S 
SUPPLEMENTAL REPORT 

FOR INSTRUCTIONS SEE REVERSE SIDE 


2. OWCP FILE NUMBER, IF KNOWN 

A/O-MZ/20 

3, HOME MAILING ADDRESS (fnclhde zip code J \ 

3721, Ja EuUjl, CJAefo^Z- 

4. SOCIAL SECURITY NUMBER 

5. DATE AND HOUR OF INJURY tj 

{Mo., day, year) q V 

//- ^ ;Ao 

6. PERIOD COMPENSATION IS CLAIMED AS A RESULT 

OF PAY LOSS (Mo., day, year) 

FROM: Z/zZ) THROUGH: 

7. DATE OF MOST RECENT 

EXAMINATION (Monday, year) 

$//<>/$£ 

B. IS EMPLOYEE'S PRESENT CONDlf ION 
DUE TO THE INJURY FOR WHICH 
COMPOSITION IS CLAIMED? 

<Q^ES □ NO 

9. IS EMPLOYEE T6TALLY 

DISABLED FOR USUAL WORK? 

q no 

tOyO ESC RIBt NATURE OF PRESENT IMPAIRMENT 

MlO LLULiL dtf 

//KtfHJuu; & 

wmrmmjmam mmgm 

12 VmAT TREATMENT PS EMPLOYEE RECEIVING AND HOW OFTEN IS IT GIVEN? . 

0^)^^ (TuUl ZctMoszy 

13. WHAT PERMANENT EFFECTS, ft ANY, ARE 

ANTICIPATED? ~ 

^xLtiLLtcf 

14. DESCRIBE ANY CONCURRENT DISABILITY EMPLOYEE 
HAS WHICH IS NOT RELATED TO THIS INJURY 

/iZ /$— 

IS. WILL DISABILITY FOR REGULAn WORK.CONTINUE 

FOR 90 OAYS OR LONGER? Q>ES □ NO 

IF NO, APPROXIMATELY WHAT DATE WILL EMPLOYEE 

BE ABLE TO RETURN TO WORK? {Mo., day. year) 

16. IF EMPLOYEE IS ABLE TO RESUME FIEGULAR WORK, 

HAS HE OR SHE BEEN SO ADVISED? □ YES □ NO 

IF YES, SHOW DATE EMPLOYEE WAS INFORMED 
(Mo , day, year) 

17. IF EMPLOYEE IS ONLY PARTIALLY DISABLED, SHOW 

DATE HE OR SHE WAS ABLE TO PERFORM SOME WORK 
AND DESCRIBE SPECIFIC WORK RESTRICTIONS, lie. time 
tatrons in stoop tng, bending, Sifting, etcj 

i 

IB. IF EMPLOYEE HAS BEEN REFERRED TO ANOTHER 

PHYSICIAN FOR CONSULTATION OR TREATMENT GIVE 
PHYSICIAN'S NAME & ADDRESS, 

19. RECOMMENDATIONS AND PROGNOSIS WJjjP 

'mLy luL CtiA'uJikrif 0 

'utZ&'U z/zx^XX*^. 

4!U. AUDhtSS (Jnc/ude ztp code) 

333 J*. VUJu 

Uz MR) 

21 (E. YOU SPECIALIZE, INDICATE SPECIALTY 

lift j; 

22. SIGNATURE) OF PHYSICIAN . / 

milutuUuu 

r 

23. DATE OF REPORT (Mo., day, year) 

$ 1/0 // -5 


Fortn CA-20a Revised Novi. I97< 
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U.S, DEPARTMENT OF LABOR CLAIM FOR CONTINUING COMPENSATION 

EMPLOYMENT STANDARDS ADMINISTRATION 0N AC C0UNT OF DISABILITY 

OFFICE OF WORKEFiS' COMPENSATION PROGRAMS 


FOR INSTRUCTIONS SEE REVERSE SIDE 


STATEMENT OF INJURED EMPLOYEE 


2. QWgP FILE NUMBER, IF KNOWN 

HK)'\3(o2I3D 


4. SOCIAL SECURITY NUMBER 

33b- jo 


5. DATE AND HOUR OF INJURY M 6. PERIOD COMPENSATION IS CLAIMED AS A 

(Mo., day, year) , / J w Q ft D ^ RESULT. OF PAY LOSS (Mo., day, year) / 

f ' ! '/ / 0 ^ ,'1(7 FROM i/IL, 2'$-' THROUGH: 


7. HAVE YOU RECEIVED ANY LEAVE PAY DURING THE 8. AMOUNT RECEIVED 

PERIOD SHOWN INIJEM 6,? DATES COVERED BY LEAVE PAY 

□ YES &^tO IF YES, COMPLETE ITEM 8. FROM THROUGH: 


9. COMPLETE THIS ITEM IF YOU WORKED DURING THE PERIOD SHOWN IN ITEM 6. 



a. DATES & HOURS 

b, PAY RATE 

o. TOTAL AMOUNT 

d, TYPE WORK : 

WORKED 

(per hour, day or week) 

EARNED 

PERFORMED ; 


e. NAME & ADDRESS 
OF EMPLOYER 


10, IF YOU HAVE APPLIED FOR EMPLOYMENT WITH THE U.S. TRAINING AND EMPLOYMENT SERVICE GIVE 
THE FOLLOWING: 

REGISTRATION NO. DATE OF REG ISTRATION OFFICE ADDRESS 


11. IF YOU WERE ONLY PARTIALLY OISA8LED AND DID NOT WORK, STATE REASON FOR NOTWORKING. 


P A' 


12. IF, SINCE FILING YOUfl INITIAL CLAIM FOR COMPENSATION, YOU HAVE APPLIED FOR OR RECEIVED 
VA BENEFITS BASED ON MILITARY SERVICE FOR THE UNITED STATES, GIVE THE FOLLOWING. 


.CLAIM NO. 


NAME AND ADDRESS OF OFFICE 

NATURE OF DISABILITY AND MONTHLY PAYMENT WHERE CLAIM IS FILED 




13. IF, SINCE FILING YOUR INITIAL CLAIM FOR COMPENSATION, YOU HAVE APPLIED FOR 

OR RECEIVED AN ANNUITY UNDER THE CIVIL SERVICE RETIREMENT ACT OR OTHER FEDERAL 
RETIREMENT OR DISABILITY LAW, GIVE THE FOLLOWING: ^ anq address Qp 0FF)C£ 

CLAIM NO. AMOUNT OF MONTHLY PAYMENT WHERE CLAIM IS FILED 


Pf^ 


14. SIGNATURE OF EMPLOY 
EMPLOYEE'S BEHALF// 


’OR PERSON A( 

'(-MPil 



\ ur *11.111 hy tht* Snj>fc»rmit*rnk>nt ut Dunum- nil, U.S- (lUViMiimuiil I'riiKimr 
wuNhinisWin, Dr jimikj I'mi 1 $r> |a«r lim 


Form CA- 8 Revised Nov, 1974 


Stm'K N uni bur OJII-U Iri-llllltii- 1 


- 226 - 






TASK BOOK 

LONG TERM CASE REVIEW 
DONALDSON CASE 


KISCHAN CHAN, M.D. 
530 Michigan Street 
Suite 1100 

Chicago, 111. 60612 

May 30, 1983 


To U. S. Postal Service: 

I have continued to treat Ms. Lucille Donaldson 
conservatively. However, to date there has been no gross 
improvement. Ms. Donaldson continues to complain of 
unremitting low back pain and pain radiating to the lower 
extremeties making it difficult for her to ambulate any long 
distances without sitting down to rest. Ms. Donaldson has not 
been able to clean her house or tend her garden since the onset 
of this injury. 

Exam performed today revealed extreme tenderness of the low 
back with significant muscle spasm while at rest. Range of 
motion of the lumbar spine is restricted in all directions. 
Ankle jerks on the right were extremely weak compared to the 
left. Straight leg raising was restricted to 40° on left, 35° 
on right. Emg study taken this day was felt suggestive of a 
herniated nucleous pulposes. X-rays taken revealed 
degenerative disc disease at L4-L5 and small spur formations 
throughout the vertebrae which are felt not to be of any 
clinical significance. 

Conclusion: Ms. Donaldson continues to have a lumbrosacral 

sprain superimposed on degenerative disc disease which in 
conjunction has made the lumbrosacral strain chronic and has 
not to date responded to the conservative treatment I have 
provided. Ms. Donaldson remains totally disabled for an 
indefinite period of time. I hope this report is sufficient 
for your needs. 

Sincerely, 


Kischan Chan, M. D. 



TASK BOOK 

LONG TERM CASE REVIEW 
DONALDSON CASE 


U. S. POSTAL SERVICE 
Chicago Main Post Office 
433 West Van Buren 
Chicago, Illinois 60607 
June 10, 1983 


KISCHAN CHAN, M.D. 
530 Michigan Street 
Suite 1100 
Chicago, 111. 60612 


Dear Dr. Chan: 

Thank you for your reports concerning Ms. Lucille Donaldson. 

Ms. Donaldson is employed as a regular clerk at this facility, 
where her duties consist of various tasks which require her 
physical fitness. However, we do have limited duty available 
for our injured employees. We are enclosing the OWCP 5 form to 
be completed by you once you believe Ms. Donaldson is no longer 
totally disabled. 

We appreciate your continuing assistance in this case and will 
await your response. 

Sincerely, 


Bill Fritch 

Injury Compensation Specialist 
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TASK BOOK 

LONG TERM CASE REVIEW 
DONALDSON CASE 


KISCHAN CHAN, M.D. 
530 Michigan Street 
Suite 1100 

Chicago, 111. 60612 

July 24, 1983 


To U. S. Postal Service: 

Ms. Donaldson has been under my care for an acute lumbrosacral 
strain with right sided sciatica. Emg and CT scan of 7-22-83 
revealed abnormal findings suggestive of a herniated disc. 

Ms. Donaldson continues to be symptomatic with difficulty in 
walking and standing. Ms. Donaldson will be admitted shortly 
to the Presbyterian St. Luke Hospital to have a myelogram of 
the lumbar spine. If the myelogram reveals a herniated disc, 
Ms. Donaldson will be counseled concerning the surgical 
procedure that will render the most favorable results as it 
relates to her particular medical situation. 


Kischan Chan, M. D. 
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TASK BOOK 

LONG TERM CASE REVIEW 
DONALDSON CASE 


KISCHAN CHAN, M.D. 
530 Michigan Street 
Suite 1100 

Chicago, 111. 60612 

November 15, 1983 


To U. S. Postal Services 


Ms. Lucille Donaldson was hospitalized from 10/10/83 through 
10/20/83 where she underwent surgery in the form of chymopapain 
injection to dissolve the HNP at L5-Si. Ms. Donaldson will 
need a period of 4 to 6 mos. for recovery prior to returning to 
any working duties. Ms. Donaldson was examined this day by me 
and appears to be making steady progress . She is no longer 
hampered by the severe right leg pain of before but continues 
to be painful in the lower back. Straight leg testing is 
limited to 45° on right and 30° on left. Babinski test is 
negative. Left and right ankle jerks were tested and felt to 
be diminished. Tenderness of the right sacroiliac with 
continuing muscle spasm at rest. I will continue to treat 
Ms. Donaldson, however she will begin a course in PT 3X weekly 
starting next week at the Rehab Institute for the next 2 mos . 

I will see her again at that time. 

Sincerely, 


Kischan Chan, M. D. 


TASK BOOK 

LONG TERM CASE REVIEW 
DONALDSON CASE 


KISCHAN CHAN, M.D. 
530 Michigan Street 
Suite 1100 
Chicago, 111. 60612 

May 11, 1984 


To U. S. Postal Service: 

I am in receipt of your inquiry concerning Ms . Donaldson whom I 
last examined on May 8, 1984. Ms. Donaldson has gained very 
little relief of the lower back pain previously described. 

Ms. Donaldson continues to be totally disabled and it is my 
opinion that this disability will be permanently totally 
disabling. Ms. Donaldson is only able to walk short distances 
and must have the aid of a cane when doing any walking. She 
continues on Motrin 500 mg, and Tylenol III for the pain. 

Ms. Donaldson's prognosis for returning to work is guarded. I 
have referred her to the Rehab Institute for a course in pain 
management. 

Sincerely, 


Kischan Chan, M. D. 


TURN THE PAGE 
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TASK BOOK 

LONG TERM CASE REVIEW 
DONALDSON CASE 


a. There is adequate medical evidence to justify total 
disability. 

Yes No 

b. If no, what specific questions do you want answered? 

c. If yes, what is your course of action? 

WRITE YOUR ANSWERS BELOW. 


AFTER YOU HAVE WRITTEN YOUR ANSWERS TURN TO PAGE 233 TO COMPARE 
YOUR ANSWERS WITH THE BOOK’S ANSWERS. 
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CASE MATERIAL ENDS HERE 



TASK BOOK 

LONG TERM CASE REVIEW 
DONALDSON CASE 


Answer : 


a. No, there is not adequate medical evidence to justify tot. 

disability. 

b. You would request a second opinion which would address: 

1. What are the objective findings that result in her 
current disability? 

2. To what extent are there disabilities as a result of tl 
job related injury? 

3. Is claimant totally disabled from all employment, 
including sedentary employment? 

4. If not, what work restrictions are indicated? 

c. N/A 


GO ON TO THE NEXT TASK. 




TASK BOOK 

LONG TERM CASE REVIEW 
MURPHY CASE 
TASK 1 


Review the documents which follow (pages 235 - 243) in the file 
of claimant Charles M. Murphy. Then answer the questions on 
page 244. 


\ 
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U.S. DEPARTMENT OF LABOR 
EMPLOYMENT STANDARDS ADMINISTRATION 
OFFICE OF WORKERS' COMPENSATION PROGRAMS 


FEDERAL EMPLOYEE'S NOTICE OF T RAUMATIC INJURY 
AND CLAIM FOR CONTINUATION OF PAY/COMPENSATION 




9. Data and Hour of Injury /£)! y U I 10, Data of This Notice 



6. Home Telephone 
Area Code: 

Number: 


8, Place Where Injury Occurred (e.g., 2nd floor , Main Post Office 
Bldg., 12th a Pine) 

fob fj6ZdO mPO 

11. Dependent^-/ 

Wife/Husband 

Children Under 18 Years Old 


14. Nature of Injury {Identify the part of the body injured, e.g 
fractured left leg , etc.) 



tract urea left leg, etc.} 

fllmu MidL 


16. If This Notice and Claim Was Not Filed With The Employing Agency Within 2 Working Days After The Injury, Explain The Reason 
For The Delay. 


16. I certify that the Injury described above was sustained in performance of duty as an employee of the United States Government and that 
it was not caused by my willful misconduct, Intont to Injure myself or another porson, nor by my Intoxication. I hereby claim medical 
treatment, if neaded, and the following, as chocked below, while disabled for work. 


(ZJ a. Sipk and/or annual leave 
LU/b. Continuation of regular t 


Continuation of regular pay not to exceed 45 days and compensation for wage loss If disability for work continues beyond 45 
days {If my claim is denied, I understand that the continuation of my regular pay shall be charged to sick or annual leave, or 
be doomed an overpayment within the meaning on i USC 6584) , i j 





Signature of Employee or Person Acting on hns/Her Behalf 



17. Statomont of Witness f Describe whafyou saw. hoard or know about this m/ury) 

} OtoUio&L Jjudj Uilo illMjdi* 
'd/itU UuLttu \/) l&uUl 

OuutioA d/t£ 'itoiutu) wI&dM, 
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U.S* DEPARTMENT OF LABOR 

Employment Standards Administration 

Office of Workers' Compensation Programs (OWCP) 


REQUEST FOR EXAMINATION AND/OR TREATMENT 


PART A - AUTHORIZATION 


1, NAM^ANO ADDRESS OF THE MEDIcACf ACtLITY OR PHYSICIAN AUTHORIZED/TO PROVIDE THE MEDICAL SERVICE 




■ t w n rnTsiuiAN mu \ riumcc p u rnuvi uc me u ocn viuc 

</ & CAbX*J£- 

0 ' il id can i X'Uf. 'L c 7I~ 3 


2. EMPLOYEE'S NAME (Last, first, middle) 


Y^mpJu/ (jiuafite 



4. OCCUPATION 


'IjuJ 



I, YOU ARE AUTHORIZED TO PROVIDE MEDICAL CARE FOR THE EMPLOYEE SUBJECT TO THE FOLLOWING CONDITIONS: 


YOU AR£. 

q/a.f 


LjJ' a- FURNISH OFFICE AND/OR HOSPITAL TREATMENT AS NECESSARY FOR THE EFFECTS OF THIS INJURY. ANY 
SURGERY, OTHER THAN EMERGENCY, MUST HAVE PRIOR OWCP APPROVAL 

Q B- THERE IS DOUBT WHETHER THE EMPLOYEE'S CONDITION IS CAUSED BY AN INJURY SUSTAINED IN THE PER- 
FORMANCE OF DUTY OR IS OTHERWISE RELATED TO HIS EMPLOYMENT. YOU ARE AUTHORIZED TO EXAMINE 
THE EMPLOYEE, USING INDICATED NON-SURGICAL DIAGNOSTIC STUDIES, AND PROMPTLY ADVISE THE UNDER- 
SIGNED WHETHER YOU BELIEVE THE CONDITION IS DUE TO THE ALLEGED INJURY OR TO ANY CIRCUMSTANCE 
OF THE EMPLOYMENT, PENOING FURTHER ADVICE, YOU MAY PROVIDE NECESSARY CONSERVATIVE TREAT- 
MENT IF YOU BELIEVE THE CONDITION MAY BE DUE TO THE INJURY OR TO THE EMPLOYMENT. 


7. IF A DISEASE OF ILLNESS IS INVOLVED, OWCP APPROVAL FOR ISSUING AUTHORIZATION UNDER ITEM 6B ABOVE, WAS 
OBTAINED FROM 


(Name of OWCP official) 


8. SIGNATURE OF AUTHORING OFFICIAL (Sign all copies) 9. TITLE 






11. DATE (ma, day, year) 

th/te. 


| 12. SEND ONE COPY OF YOUR REPORT TO (Fill in addre M ) 

13. NaW ANcf ADDRESS OF EMPLOYEE'S PLACE OF 


EMPLOYMENT. 

U. S. DEPARTMENT OF LABOR 

Dept or Agency 

Employment Standards Administration 

Office of Workers' Compensation Programs 

Bureau or Office 


Local Address 
(Including Zip Code) 








PART B - ATTENDING PHYSICIAN'S REPORT 





17, WHAT ARE YOUR FINDINGS (include ran jl Is of x-rays, laboratory 
tests, ate.)? AS, / ' . . /L , / 


7 44i£A4 (jUJ&MjL-* 


19. DO YOU BELIEVE THE CONDITION FOUND WAS CAUSED OR AGGRAVATED BY THE EMPLOYMENT ACTIVITY DESCRIBED? 
(Please axplaln your answer If there It doubt.) 


□ 


20. DID INJURY REQUIRE HOSPITALIZATION? Q] Yet 
If yes, data of admission <mo.,day, year) 

Data of discharge (mo., day, year) 


22. SURGERY Uf an y, describe type) 


24. WHAT (Othar) TYPE OF TREATMENT DID YOU PROVIDE? 


21. IS ADDITIONAL H0SPITA LI Z ATION 
REQUIREO? , 




23, DATE SURGERY PERFORMED (mo., 
day, yaar) 


25. WHAT PERMANENT EFFECTS, IF ANY, 


' /(ht£j, rtlite&to 


26. DATE OF FIRST EX AMIN A* 27. DATE(S) OF TREATMENT (mo., day, yaar) 

T.ON /- - 7 - W , /-/*/-% 3 


/-0-Z3 i 


29. PERIOD OF DISABILITY (If termination data unknown, to indicate) 
(mo., d.v, v«r) JhM/ 

* TOTAL DISABILITY: FROM (-»/ 

PARTIAL DISABILITY* FROM TO 



31 IF EMPLOYEE IS ABLE TO RESUME WORK, HAS HE/SHE BEEN ADVISED? HYES rH NO IF YES, FURNISH DATE ADVISED 
(month, day, yaar) ^ 



34, DO YOU SPECIALIZE? 



36. ADDRESS (Num^*, street. city* start, zip coda) . 37, PHYSICIAN'S SOCIAL 

fa/&o /$$& ltiwu'3 twvir* 
CJL £ iTuMi'-'sij.J 3 /: 


38. DATE OF REPORT 


for your service* may ba preiented In the space below or on your billhead stationary, 


Data or 
period of 
treatment 


Service or supplies must be itemized 


Quantity Unit price 

or ■ 1 1 

numbar Cost Par 




ua eovDWHonr wuktiw omoE 1 107a o-aos-aw 
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TASK BOOK 

LONG TERM CASE REVIEW 
MURPHY CASE 
TASK 1 


LETTER : 


U. S. POSTAL SERVICE 
Chicago Main Post Office 
433 West Van Buren 
Chicago, Illinois 60607 


March 20, 1983 


James Gillian, M.D. 
Orthopedics, Unlimited 
7600 S. Kostner 
Ford City, 111. 60433 


Dear Dr. Gillian: 


We are writing you concerning our employee, Mr. Charles 
M. Murphy, who was referred to you by Dr. George Perry. Mr. 
Murphy is a regular mailhandler. This position requires quite 
a bit of standing, walking, lifting, etc. However, we are able 
to provide Mr. Murphy with a sedentary position in keeping with 
any work restrictions you deem warranted. If Mr. Murphy is not 
totally disabled for all gainful employment, please complete 
the enclosed CA-17 form so we may extend Mr. Murphy a limited 
duty position. 


Sincerely, 


John E. Jacobson 
Injury Compensation Unit 
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OMB No. <216-0103 -Exp, 84083 


U.S. DEPARTMENT OF LABOR 

Employment Standard* Administration 

Office of Worker*' Compensation Programs (OWCP) 


DUTY STATUS REPORT 


The foil owing request for Information is authorized by law (5 USC8101 etseq.) Benefits and/or medical services expenses may 
not be paid or may be subject to suspension under this program unless this report Is completed and filed as requested. 
Information collected will be handled and stored In compliance with the Freedom of Information Act, the Privacy Act of 1974 
and the OMB Clr. A- 108, _____ — 


PART A — SUPERVISOR 


E AND AODRE 



MEDICAL FACILITY AUTHORIZED TO PROVIDE MEDICAL SERVICES 


F THJE MEOICAL FACI LITY AU 

IZuu^/Qb. {/) 


6. SOCIAL SECURITY 
NUMBER 



JJLABTWORK INCLUDING PHYSICAL ^JEqpi RECENT# / J 
s. EXPOSURE (Check applicable exposure and fill In numbfr of hour* of exposure aadd work day 




1C - 


b, PHYSICAL REQUIREMENTS OF REGULAR WORK 


Frequency (Provide frequency, number of time* or houri per ctoy, in 
appropriate box). 


8EDENTARY - LIFTING 0 to 10 POUNDS 
LIGHT - LIFTING 10 to 20 POUNDS 
MODERATE - LIFTING 20 to 60 POUNDS ffa 
HEAVY- LIFTING SO to IMPOUNDS 7 (} JJHd 
PULLING/PUSHING, CARRYING 
REACHING OR WORKING ABOVE SHOULDER 


WALKING £ HOURS) 

STANDING C HOURS) 

SITTING ( HOURS) 

STOOPING ( HOURS) 

KNEELING ( HOURS) 

REPEATED BENDING ( HOURS) 

CLIMBING ( HOURS) 

OPERATING A MOTOR VEHICLE, CRANE, TRACTOR, ETC. 
OTHER: 







8. SEND A COPY OF THIS REPORT TO: 

U.S. DEPARTMENT OF LABOR 
Employment Standards Administration 
Office of Workers’ Compensation Programs 


INSTRUCTIONS FOR COMPLETION AND 
SUBMISSION OF DUTY STATUS REPORT 

SUPERVISOR: Complete Part A. The form should then be referred to the attending physician for completion of Part B. 

ATTENDING PHYSICIAN: Complete Part B. The original form should be returned to the employing agency (as shown In 
Item 9). To prevent Interruption In the continuation of the employee's pay, the completed form should be returned to the 
employing agency within two days following examination and/or treatment. A copy of tha form should also be sent to the 
OWCP (as shown in item 8). 
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Form CA-17 
Rev. July 1091 







For solo by th® fiupcrlnlendent ot Document*, U.R. Government Printing Office, Washing Ion, D.C. 204M 
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TASK BOOK 

LONG TERM CASE REVIEW 
MURPHY CASE 
TASK 1 


U. S. POSTAL SERVICE 
Chicago Main Post Office 
433 West Van Buren 
Chicago, Illinois 60607 


May 1, 1983 


James Gillian, M.D. 
Orthopedics, Unlimited 
7600 S. Kostner 
Ford City, 111. 60433 


Dear Dr. Gillian: 


We are writing you concerning our employee, Mr. Charles 
M. Murphy, who is continuing under your care. Thank you for 
your latest report dated 4-15-83 in which you report Mr. Murphy 
is totally disabled for all gainful employment. In order for 
us to further clarify Mr. Murphy's medical status please answer 
the following questions: 

1. In your opinion, are there objective findings attributable 
to the job injury of 1-7-83? 

2. If there are objective residuals, please list them. 

3. In your opinion, specifically what are the residuals which 
preclude Mr. Murphy from returning to a modified sedentary 
non-competitive position? 

We appreciate your continuing assistance in this case and will 
await your prompt response. 


Sincerely, 


John E. Jacobson 
Injury Compensation Unit 
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TASK BOOK 

LONG TERM CASE REVIEW 
MURPHY CASE 
TASK 1 


James Gillian, M.D. 
Orthopedics, Unlimited 
7600 S. Kostner 
Ford City, 111. 60433 

May 15, 1983 


Mr. John E. Jacobson 
Chicago Main Post Office 
433 West Van Buren 
Chicago, Illinois 60607 


Mr. Charles Murphy continues to be totally disabled for work. 

He is continuing in physical therapy 2 X weekly. His 
improvement has and continues to be slow. Mr Murphy continues 
to have a painful back, and muscle spasm upon examination. 

Mr. Murphy reports that approximately one week ago while 
leaning over to tie his shoe, he was unable to straighten back 
up and has noticed increased pain in the lumbar area since this 
incident. I am giving Mr. Murphy a trial period of Darvon to 
help in alleviating his pain. Mr. Murphy will be reexamined in 
6 weeks. At this time he remains totally disabled. 


Sincerely, 


James Gillian, M. D. 
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TASK BOOK 

LONG TERM CASE REVIEW 
MURPHY CASE 
TASK 1 


Mr. Murphy continues on his agency's roll. Assume today's date 
is May 18, 1983. 

What is the next step for you to take? Circle the letter of 
one of the courses of action below. Then turn to the page 
indicated . 


a. Schedule a Fitness for Duty examination for Mr. Murphy. 
Turn to page 252, Box 4. 


b. The doctor clearly states that Mr. Murphy is totally 
disabled. Reevaluate after his next examination in six 
weeks. Turn to page 253, Box 3. 


c. Request OWCP to send Mr. Murphy for a second opinion. 
Turn to page 273, Box 1, 
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TASK BOOK 

LONG TERM CASE REVIEW 
MURPHY CASE 
TASK 2 


You have written the following letter to Dr. McNeil requesting 
a Fitness for Duty examination. The results of the Fitness for 
Duty examination follow. Review pages 246 - 249 , then answer 
the questions on page 250. 
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TASK BOOK 

LONG TERM CASE REVIEW 
MURPHY CASE 
TASK 2 


Rudolph McNeil 
Orthopedic Surgeon 
4355 Pratt Street 
Chicago, III 60608 
tjune 26, 198 3 


Mr. John E. Jacobson 
Injury Compensation Unit 
433 West Van Buren 
Chicago, Illinois 60607 


Dear Mr. Jacobson: 

I examined Mr. Murphy in my office on 6/25/83 at which time 
Mr. Murphy appeared promptly for the exam. He entered the 
office with a brisk gait. However, upon noting my observation 
his walking became slow and affected. Upon exam of the lumbar 
spine Mr. Murphy was extremely guarded in the range of motion 
exercise demonstrating no range of motion in the lumbar spine. 
Straight leg testing was restricted in all directions. Ankle 
jerks were found to be brisk and active. X-rays of the 1 uniha r 
spine revealed no abnormalities. Emg, however, did suggest n 
higher reading in the left lower extremity, more so than on t h 
right . 

Conclusions: It is my opinion that Mr. Murphy does have a 

lumbrosacral strain resolving. However, this condition do«n 
not preclude him from returning to work in a limited duty 
status. I have completed the CA-17 form (attached) as 
requested. It should be noted, however, that Mr. Mur pby view' 1 
his disability as totally disabling and therefore it will h« 
extremely difficult in getting him to return to any working 
duties. I have advised Mr. Murphy that he can return to v»«n k 
in a modified position and that your office says there is one 
available . 

Thank you for having me examine this most interesting ivl ient, 
Sincerely, 


Rudolph McNeil 
Orthopedic Surgeon 
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OMB No. 1216-0103 -Exp. 9-30-6: 


U.S. DEPARTMENT OF LABOR 

Employment Standards Administration 

Office of Workers' Compensation Programs (OWCP) 


DUTY STATUS REPORT 


The following request for Information [$ authorized by law (5 USC 8101 et seq.) Benefits and/or medical services expenses may 
not be paid or may be subject to suspension under this program unless this report Is completed and filed as requested. 
Information collected will be handled and stored In compliance with the Freedom of Information Act, the Privacy Act of 1974 
and the OMB Clr. A-108. 


PART A - SUPERVISOR 


NAME ANO ADDRESS OF THE MEDICAL FACILITY AUTHORIZED TO PROVIDE MEDICAL SE R VICES 

yiLUT^LyicMu , 

Y'\5 < j-ha.cC o.fiucr ctw . < cY.. i'C ( r r Y 


2, EMPLOYEE'S NAME (Lust, fuitx, middle) 


3. DATE OF INJURY 


, OCCUPATION 

/> i 


5. SOCIAL SECURITY 
NUMBER 


A\a I / jj ' (Mo:, day, year} /> i NUMBER 

imifilus. , Ulnti? -ft} I /- Y I n H \C!±o? ttii 

DESCRIBE HOW THE INJURY OCCURRED AND PARTS OF THE BODY AFFECTED. 

MiCtiq muui miAiio 


'nun A, w#- fa** ? 

iMA'fr £ t [ L tf %hA < '- AH '(/AO , * Ac, {v/iA (/i .tf. A 

•, E XPOSU n E (Check applicable exposure and vtl (n numbfr of hours of exposure each work day ) /y r ( < * < .C- _ / 


heck apph 


b. PHYSICAL REQUIREMENTS OF REGULAR WORK 


SEDENTARY - LIFTING 0 to 10 POUNDS 
LIGHT - LIFTING 10 to 20 POUNDS 
MODERATE - LIFTING 20 to 60 POUNDS jj 
HEAVY - LIFTING SO to 1 bp POUNDS 7 /' 'Uw 
PULLI NG/PUSHING, CARRYING 
REACHING OR WORKING ABOVE SHOULDER 


Frequency (Provide frequency, ie t , number of times or hours per day, in 
appropriate box). 


WALKING ( HOURS) 

STANDING { HOURS) 

SITTING ( HOURS) 

STOOPING < HOURS) 

KNEELING ( HOURS) 

REPEATED BENDING ( HOURS) 

CLIMBING < HOURS) 

OPERATING A MOTOR VEHICLE, CRANE, TRACTOR, ETC, 
OTHER: 





duU d-li-tq Lmti,L /«'•/< .k,l rr.^Ulq 


9, NAME AND ADDRESS OF EMPLOYING AGENCY, WHICH 
IS TO RECEIVE THE ORIGINAL REPORT, 


8. SEND A'gOPY OF THIS REPORT TO! 

U.S. DEPARTMENT OF LABOR 
Employment Standards Administration 
Office of Workers’ Compensation Programs 


INSTRUCTIONS FOR COMPLETION AND 
SUBMISSION OF DUTY STATUS REPORT 

SUPERVISOR: Complete Part A. The form should then be referred to the attending physician for completion of Part B. 

ATTENDING PHYSICIAN: Complete Part B, The original form should be returned to the employing agency (as shown in 
Item 9). To prevent Interruption In the continuation of the employee's pay, the completed form should be returned to the 
employing agency within two days following examination and/or treatment, A copy of the form should also be sent to the 
OWCP (as shown in item B). 






For eale by the Superintendent o( Documente, U.0. Government Frintlnf Office, Wuhlnitoo, D.C, 30M3 
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TASK BOOK 

LONG TERM CASE REVIEW 
MURPHY CASE 
TASK 2 


a) Is there any conflict? 

b) Give your rationale. 
WRITE YOUR ANSWERS BELOW. 


AFTER YOU HAVE WRITTEN YOUR ANSWER, LOOK AT THE BOOK ANSWER ON 
PAGE 251. 
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TASK MATERIAL ENDS HERE 




TASK BOOK 

LONG TERM CASE REVIEW 
MURPHY CASE 
TASK 2 


Answer: 


a. Yes, there is a conflict. 

b. Rationale. The treating physician says Mr. Murphy 
continues to be totally disabled, and the Fitness for Duty 
report states that Mr. Murphy can return to work in a 
limited duty capacity. 


TURN TO PAGE 254 AND DO THE NEXT TASK. 



From page 190 


No. Since Ms. Williams is on the periodic roll", and no 
longer an agency employee, OWCP would gather any medical 
evidence needed. 

Return to page 190 for a different choice. 


From page 210 


This is a possible course of action. However, after 6 
years of the same status, it is unlikely that 6 or 12 more 
months will help much. More direct action seems called 
for. 

Return to page 210 for another selection. 


From page 190 

That's right. 

The medical report is not adequate in any of the areas 
mentioned . 

Now turn to page 191 for the next task. 


From page 244 


Correct. Since the treating physician has not provided 
any objective findings for his opinion of total 
disability, you need another opinion. As an employee, he 
can be .scheduled for a FFD. 

Turn to page 245 for the following task. 
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Prom page 210 



That is correct. After this length of time (6 years) the 
doctor should be asked why a full range of diagnostic 
tests hasn't been considered. 

Now turn to page 213 to begin the next case. 



Prom page 191 


No. Since Ms. Williams is no longer an agency employee, 
you cannot order a Fitness for Duty exam. 

Return to page 191 and choose again. 


From page 244 


Not quite. The doctor certainly claims total disability. 
However, in response to your direct request for objective 
findings and specific residuals which prevent working, he 
did not respond adequately. He only pointed out 
subjective findings of pain. You may have to get the 
information elsewhere. 

Return to page 244 and try again. 


From page 190 


4 


Not really. The doctor does indicate that the patient is 
suffering from back strain, degenerative disk and 
diabetes. But the reasons cited for disability are 
subjective, that is, the patient's complaints of pain. 
This does not meet the criteria of objective findings. 

Return to page 190 for another choice. 
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TASK BOOK 

LONG TERM CASE REVIEW 
MURPHY CASE 
TASK 3 


What steps would you take to resolve the conflict? Circle the 
letter below of the answer you select. Then turn to the page 
listed next to your answer. 


a. Although the treating physician claimed total 
disability, it was based on only the patient's 
subjective pain. On the other hand, the FFD report 
shows objective findings, so you may use the PFD and 
assign Mr. Murphy to light duty. Turn to page 301, 
Box 3 . 


b. There is a clear conflict of medical opinion and you 
would have to write OWCP, enclosing the medical reports 
and requesting an impartial medical evaluation. Turn to 
page 273, Box 2. 

c. Since there is some conflict, you can require the 
claimant to go to a third doctor whose opinion will 
resolve the problem. Turn to page 300, Box 1. 
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TASK BOOK 

LONG TERM CASE REVIEW 
MURPHY CASE 
TASK 4 


List below the points you would make in your letter to OWCP. 


AFTER YOU HAVE LISTED THE POINTS, TURN TO PAGE 256 TO READ THE 
BOOK ANSWER. 
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END OF CASE MATERIAL 



TASK BOOK 

LONG TERM CASE REVIEW 
MURPHY CASE 
TASK 4 


Answer s 


1. Claimant Charles Murphy has continued under treatment of 
Dr. James Gillian who has provided conservative care 
through the present. 

2. Dr. Gillian has continued to support total disability from 
the date of injury through the present. 

3. Mr. Murphy was sent for a Fitness for Duty exam performed 
by Ortho Rudolph McNeil (report enclosed). Dr. McNeil 
reports that Mr. Murphy is not totally disabled for all 
gainful employment and that he could return to work in a 
limited duty position illustrated in the enclosed CA-17. 

4. Mr. Murphy was informed by Dr. McNeil that he can return to 
work in a limited duty position and that there is a 
modified position available. 

5. We are requesting a full review of this case and that the 
medical conflict which now exists be resolved by an 
impartial medical examination to be scheduled by OWCP. 


TURN THE PAGE TO BEGIN A NEW MODULE. 
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REHABILITATION 


As in the previous modules, you will be given a case and a 
series of tasks. For the tasks in this module you will be 
asked to: 

a. Make an initial decision about the case on the basis of 
the information given, and 

b. Decide what action you will take to resolve the case. 


TURN THE PAGE TO BEGIN THE MODULE ON REHABILITATION. 
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TASK BOOK 
REHABILITATION 
PERRY CASE 
TASK I 


No new resource material is required for this first task, 
you wish to refer back to the Resource Book, consult pages 
58 - 63. 

Review the case file for Hr. Bill Perry on pages 259 - 271 
Then turn to page 272 to do the task. 


If 
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U.S. DEPARTMENT OF LABOR 
EMPLOYMENT STANDARDS ADMINISTRATION 
OFFICE OF WORKERS' COMPENSATION PROGRAMS 


FEDERAL EMPLOYEE'S NOTICE OF T RAUMATIC INJURY 
AND CLAIM FOR CONTINUATION OF PAY/COMPENSATION 




7. Name and Address of Employing Agency , _ . [ 

Orr.c 

, 3^3'l0 c l 



1 3. Cause of I njijry ( Describe how and why the injury occurred) 


6, Home Telephone | 

Area Code: *%>Q^ 

Number. \OTd *7 


8. Place Where Injury Occurred te.g., 2nd floor, Main Pott Off lea 
Bldg., 12th & Pina) i _ 

m 


11. Dependents . 

Wlfe/Huiband 

Children Under 16 Years Old 


14, Nature of Injury (Identify the part of the body Injured, e.g., 
fractured left leg, etc J 


. — » * , J fractured left leg, etc.) 

jf’/sj/l'T' <A/ land . / v S’ r*'* J 


£{*}/>' a*- 


16, If This Notice and Claim Was Not Filed With The Employing Agency Within 2 Working Days After The Injury, Explain The Reason 
For The Delay. 


16, I certify that the injury described above was sustained In performance of duty as an employee of the United States Government and that 
It was not caused by my willful misconduct, Intent to Injure myself or another person, nor by my Intoxication. I hereby claim medical 
treatment, If needed, and the following, as checked below, while disabled for work: 


□ a. Slcl^nd/or anm 
U-Jra Continuation of 


annual leave 


Continuation of regular pay not to exceed 46 days and compensation for wage loss If disability for work continues beyond 45 
days {If my claim is denied, I understand that the continuation of my regular pay shall be charged to sick or annual leave, or 
be deemed an overpayment within the meaning of 6 USC ji684}.‘ 


Signature of Employee or Person Acting on His/Hepffchelf 


17. Statement of Witness (Describe what you saw, heard or know about this Injury) 



18. Witness' Signature 

10. Witnots' Addrst* j 

20. Date Signed 
(mo., day, year) 
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Form CA-1 
R«V. Nov. 1974 














OFFICIAL SUPERIOR'S REPORT OF TRAUMATIC INJURY 


22. Bureau or Office / ^ 



24. Regular Work Day 

9.PoETam j , Dam 
** ]nt Dpm End ‘ 


27. Date and Hour of Injury 


26, Number of Hour* 
Worked Per Day 



(mo.,d*Y t Yfr} A \ J(j 

/ a A <7 § AM 
D / /C / } / Dpm 



30. If Ray Hat Been Terminated! 
Give Date 
fmo., day, yeer^ 


34. Name of Supervisor At Time of 
Injury 


31. 45 Day Period Begins 
faox d*y,P**rf 

5/1/ 17 9 


36. Was Employee I n Performance of Duty At The Time of Injury? f^Yes, QNo. If No, Furnish A Detailed Explanation Or A Copy 
of Employing Agency's Investigation Report. 


36. Was Injury Caused By Willful Misconduct, Intoxication or Intent To Injure Self or Another? 
Dyn oiioTif Yes, Furnish Detailed Report. 


37. Was Injury Caused By Third Party? [J Yas QjNo, lf Yes, Furnish Name end Address of Party Retpontlble. 


£hh 1 


38. Date Employee First Obtained 39. Name and Address of Physician First Providing Medical Care 40. Do Medical Reports Show 
MsdlcalCsre for The Injury wS rtff£. /ofi/y Employee Is Disabled For 

lmo..d V ,Y»l> (H&d \C^ Wwk? ^ 


vortc? 

EJy« 



ledge of The Facts About This I njury Agree With The Statements of The Employee And/Or Witness? 
No. If No, Furnish A Detailed Explanation. 


42. Does The Employing Agency Controvert Continuation of Pay? Q Yes If Yes, Give Full Explanation For Beals of 

Controversion (See Item 6 of instruction Sheet}. Attach Additional Sheets If Mora Space Is Needed, 



/&/) 











U.S. DEPARTMENT OF LABOR 
Employment Standards Administration 
Office of Workers' Compensation Programs (OWCP) 


REQUEST FOR EXAMINATION AND/OR TREA PMENT 


PART A - AUTHORIZATION 

1. NAME AND ADDRESS OF THE MEDICAL 1 

~t> o* ^ t-V\ . k- 1 

<*A 

K\oiM-o\V. . Os — - ^3 |0 

FACILITY OR PHYSICIAN AUTHORIZED TO PROVIDE THE MEDICAL SERVICE 
[ a 

V % 

J . — 


2. EMPLOYEE'S NAME (Lost, first, middle) 

r v i 1 l L 0 

5. DESCRIPTION OF INJURY OR DISEASE 


3, DATE OF IN IURY 4 OCCUPATION 
(mo., day, yosr) 


w p c f AC, h i n . ■- / 


f (,OU( M l\ V >( l"\- U'f'O 

f* I r- \ . .1 


p xS* , A i\ '-r V l ' L> v 1 w \ < x • V \ ^ ■ 

!)/,<* IL’OV L^'V c " L c ( i L i 

^‘s inr n 1 r lwd - 


6 YOU ARE AUTHORIZED TO PROVIDE MEDICAL CARE FOR THE EMPLOYEE SUBJECT TO THE FOLLOWING CONDITIONS 

FURNISH OFFICE AND/OR HOSPITAL TREATMENT AS NECESSARY FOR THE EFFECTS OF THIS INJURY. ANY 
SURGERY, OTHER THAN EMERGENCY, MUST HAVE PRIOR OWCP APPROVAL. 

[ | B- THERE IS DOUBT WHETHER THE EMPLOYEE'S CONDITION IS CAUSED BY AN INJURY SUSTAINED IN THE PER- 

FORMANCE OF DUTY OR IS OTHERWISE RELATED T O HIS EMPLOYMENT, YOU ARE AUTHORIZED TO EXAMINE 
THE EMPLOYEE, USING INDICATED NON-SURGICAL DIAGNOSTIC STUDIES, AND PROMPTLY ADVISE THE UNDER* 
SIGNED WHETHER YOU BELIEVE THE CONDITION IS DUE TO THE ALLEGED INJURY ORIO ANY CIRCUMSTANCE 
OF THE EMPLOYMENT. PENDING FURTHER ADVICE, YOU MAY PROVIDE NECESSARY CONSERVATIVE TREAT- 
MENT IF YOU BELIEVE THE CONDITION MAY BE DUE TO THE INJURY OR TO THE EMPLOYMENT, 


7. IF A DISEASE OR ILLNESS IS INVOLVED, OWCP APPROVAL FOR ISSUING AUTHORIZATION UNDER ITEM 6B ABOVE, WAS 
OBTAINED FROM 


(Name of OWCP official) 


8, SIGNATURE OF AUTHORIZING OFFICIAL (Sign all copies) 9 TITLE 


10 LOCAL EMPLOYING AGENCY TELEPHONE NUMBER 

//-,,/ T 7 Si/ nr c / 




/ 7S8 


11 DATE (mo,, doy, year)/ 




12. SEND ONE COPY OF YOUR REPORT TO (Fill in addross) 

U S. DEPARTMENT OF LABOR 
Employment Standards Administration 
Office of Workers' Compensation Programs 


13 NAME AND ADDRESS OF EMPLOYEE S PLACE OF 
EMPLOYMENT. 

-J)r ' , 



Dept or Agency // i ^ A 


Bureau or Office 

Local Addross 
(Including Zip Coda) 


V/rJ-S./ //py*f r 

y/ 7 


^ 3 7 c 
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PART B - ATTENDING PHYSICIAN'S REPORT 


uMPLOVEE'S NAM£JL«t(. <i«(, middl.) 

(jW-vVk ^ 1 N 


■ (Last, rnidcai*) 

K,\\ Wj 


15 WHAT HlSTcWlY 6 f INJURY OR DISEASE DID EMPLOYEE GIVE YOU? |1 — 

VI tfr a^aUha^l in C^cKbe, It". 


16 IS THERE ANY HISTORYpfl EVIDENCE OF PRE EXISTING INJURY, DISEASE, OR PHYSICAL IMPAIRMENT? 
{If yet, platsa da*cnb«Lx^ 

□ Ym £j No 



19. DO YOU BELI&VE THE CONDITION FOUND WAS CAUSED OR AGGRAVATED BY THE EMPLO YM ENVACTI VI TY DESCRIBED? 
(Piosta txpliuf youc antwir if there it doubt.) 

Q]/« Q No 


20. DID INJURY REQUIRE HOSPITALIZATION? fH Yet 21. IS ADDITIONAL HOSPITA LI ZATION 

^ w REQUIRED? 

If yes, data of admission lmo. f day, year) X 

Data of discharge (mo„ day, year) I □ Yes 0^0 



24. WHAT (Other) TYPE OF TREATMENT DID YOU PROVIDE? 


25. WHAT PERMANENT EFFECTS, IF ANY, 
DO YOU ANTICIPATE? 





28. DATE OF DISCHARGE FROM TREAT- 
MENT {mo,, day, year) 


29, PERIOD OF DISABILITY (If termination data unknown, so Indlcaia) 3a DATE EMPLOYEE ABLE TO RESUME WORK (ma, day, yaa r) 
(mo., day, year) ^ / ' J ^ / 

TOTAL DISABILITY: FROM TO £#/!// A ** LIGHT WORK Af / /9 


TOTAL DISABILITY: FROM ^ 
PARTIAL DISABILITY FROM 


j 


LIGHT WORK 
REGULAR WORK 


31 IF EMPLOYEE IS ABLE TO RESUME WORK, HAS HE/SHE BEEN ADVISED? YES 
(month, day, yaar) 


//y 


F YES, FURNISH DATE ADVISED 


32* IF EMPLOYEE IS ABLE TO RESUME ONLY LIGHT WORK, INDICATE THE EXTENT OF PHYSICAL LIMITATIONS AND THE TYPE 
OF WORK, THAT COULD REASONABLY BE PERFORMED WITH THESE LIMITATIONS. 


33. GENERAL REMARKS AND RECOMMENDATION FOR FUTURE CARE, IF INDICATED. 


34. DO YOU SPECIALIZE? □ No (If yaa, itata spec laity) 


WjSSSSa 



39 MEDICAL Bl LL, Charge* for your larvicai may ba pr wan tad lo/tha apaca balow or on your billhead stationery, 


Strvlca or supplies mutt bt itemized 


Oata or 
pariod of 
traatmant 






Unit price 

Coat 

Par 

/5V> 

oo 






















U.S, DEPARTMENT OF LA80R 
EMPLOYMENT STANDARDS ADMINISTRATION 
Office of Workers' Compensation Programs (OWCP) 


CLAIM FOR COMPENSATION ON ACCOUNT OF 
TRAUMATIC INJURY 


PART A - EMPLOYEE'S STATEMENT 


1. Name of Injured Employee (Loaf, first, middle) 




‘ j t , ft A • 

Sg Made For Wage Loss"? 


2. Social Security Number 


3, OWCP FUe Number {If known) 


4. Is Claim B$/g Made For Wage L^jrf"? 

rzHfcT i i No 


5, Is Claim Being Made For Scheduled Award Based On Permanent Disability 
Involving Member, Organ Or Function of Body? 


□ y«. 


(2^o 


6. Period Compensation Is Claimed As A Result Of Wage Loss 
(Mo,, day, year! 


From: 


mpensation Is Claim 


Through 


1 ULlL LjltiLlif. 


7. Hu Any Pay Been Received For The Period Shown In ltejn-6^ 

□ y«, It Yes, State 

Full Amount And Inclusive Dates For Such Period (Mo„ day, year) 

S From* _ Through: 


8. Has A Claim Been Made Against Any Third Party Responsible For The Injury? Yes 

if Yes, Give Name And Address Of Such Party Or Insurance Carrier 


9, Status Of Third Party Claim/Amount 
Of Recovery 


10, Were You Ever In The Armed Foroes Of 
The United States? 


□*« 


0'No^ If Yea, 


Furnish 


a. Service Number 


b. Branch Of Service 


c. Period Of Service { Mo , day, year) 
From: 


Through: 


11, If Answer To Item 10 Is Yes, Have You Applied 
For Or Received Benefits From The Veterans Admin* 
Is (ration Based On Such §etfvice7 


□ v« 



No If Yes, Furnish 


a* Claim Number 


b. Address of VA Office Where Claim Is Filed 


c. Nature Of Disability 
And Monthly Payment 


12, Have You Applied For Or Received An Annuity Unaer 
The U.S, Civil Service Retirement Act Or Any Other Federal 
Retirement Or Disability Law7 


□ Ye, 


\/\ No If Yes, 


Furnish 


a. Claim Number 


b, Date Annuity Began (Afo, t day, year) 


c, Amount of 
Monthly Payment 


13, List Your Dependents 
Name 







Relationship 



Livlng With 
You? 
(YuiNo) 


Mailing Address, If Different From Your Own 


14. Show Amount Paid Each Month For Support Of Dependents Not Living With You. Give Dependents' And Payees 1 Names And Addresses And State 
Whether Such Payments Were Ordered By A Court. If Support Was Ordered By A Court, Attach A Copy Of The Order. 


I hereby make claim for compensation because of the injury sustained by me while In the performance of my duty for the United Slates, said injury 
not being due to willful misconduct on my part or to my intention to bring about the injury or death of myself or another, or to my intoxication. 

I have boon disabled because of this m|ury and have not refused or failed to perform any work I was able to do during the period for which compensa- 
tion is claimed and every statement above is true to the best of my knowledge and belief. 


16, Employee's Signature 


p 

/s-td-c. 


16, Employee's Home Mailing Address ( Include Zip Code ) 

loJ J , laC 

Uu&iMVlL., u 2lUjL1 


|l7. Date (Mo,, day, year) 


Form CA-7 
Fab, 1975 
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STATEMENT OF OFFICIAL SUPERIOR 


PART B - GENERAL 


18, Name and Address of Reporting Office (Numtyyr, jtreet, city, ttott, zyt-code) 






19, PaVRste As Of: 


\ b. Subsistence 

c. Quarters 

<L Other (Specify) j 

Date of Injury 

j % ){$ per flO 1 * ^ 

J 3 P«r 

3 Per 

3 

per 

Date Employee 
Stopped Work 

> i htur 

! 3 per 

3 per 

- 

3 

per 


uM y 


20, If Employee Received Additional, Pay, i.e. Premium, Sunday, Night Differen- 
tial, Identify Type And Show Amtn 


Typo. 


mourn 


Per - 


21. Show Work Week When Pay Stopped If Other Than Monday 
Through Friday 


S 


M 


W 


22, Did Employee Work In The Position Held At The 
Time of Injury A Full Eleven MonJJra Immediately Prior 
To The Injury?* — 


No 



□ 


23. If Answer To 22 Is No, Would The Position Have 
Provided Employment For Eleven Months, Except For 
The Injury? 


□ 


No 


24. Total Length of 
Employee** Federal 
Civilian Service 


£ 'its 


26. Inclusive Dates Employee Received Leave Pay For Any Part of The Period Since Stopping Work 


Annual Leave . la. Sick Leave 


- c : Pil 1 * r . 


PART C - CONTINUATION OF PAY 


26, Pay Rale Used For "Continua- 
tion of Pay" Purposes 

t lQ.DO „. Vw 


27, Inclusive Dates Regular Pay Continued During 
Period of Disability, Do Not Include 1 Periods of Sick 
or Annual L^ave 

From 


muai Leave 

lEL Tlioueh: 


28. Gross Dollar Amount of Regular Pay Which 
Employee Received During Period of Disability. 
Do Not Include Pay Received For Sick or Annual 
Leave 

I 


29, If Pay Rate Changed While The 
Employee Was Receiving Continuation 
of Pay, Show Date of Change And New 
lUte (Mo,, dayrytar) 


a. 

Base Pay 


b. 

Subsistence 


per 


: % 


per 


c. 

Quarters 


d. Other {Specify} 


per 


: $ 


PART D - COMPENSATION 


30, Date And Hour All Pay Terminated 

(Ma,, day, year) 


Ll 


sn 




4< 


□ AM 

■O70'* M 


31. Period For Which Compensation U Claimed 

a f fi ^ ^ ^ 1 3 3, Through: lK)U t V| 


From: 




32. Deductions:. 


a. Was Employee Enrolled On Date Pay Stopped? 

b. If Yetv Furnish Code Number. 

c. If Yes, Give Date Through Which Deductions Were Last Made. 


HeaJthpdhef its 

0 'Ym CD No 


rnzn^ 


Optional Insurance 
D Y«, 

rm 


ranee 


PARTE - RETURN TO DUTY 


33. Date And Hour Returned To Work 
f3#a, day, year) > 

&;n M_ 


D AM 

□ PM 


34. Pay Rate At Time ’ 
Returned To Work 


per „ 


36. Show Work Week On Return To Work If Other Than 
Monday Through Friday 


M 


W 


36. If Work Assignment Has Been Changed Because of Disability Resulting From The Injury, Describe Type of Work Employee la Now Performing, 


PARTF - CERTIFICATION 


37. 1 certify that the Information given above and that furnished by the employee on the reverse of this form is true to the best of my knowledge 
with the folio wing excep tio ns: 



40, Date fMo., cfoy, ye or) ' / 


C ’W) ) 


CA-7 
Rev, Feb. 1975 
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U,S* DEPARTMENT OF LABOR 
EMPLOYMENT STANDARDS ADMINISTRATION 
OFFICEOF WORKERS' COMPENSATION PROGRAMS 


ATTENDING PHYSICIAN'S 
SUPPLEMENTAL REPORT 


FOR INSTRUCTIONS SEE REVERSE SIDE 



2. OWCP FILE NUMBER, IF KNOWN 


7. DATE OF MOST RECENT 

8. IS EMPLOYEE'S PRESENT CONDITION 

EXAMINATION (Mo., day. year) 

DUE TO THE INJURY FOR WHICH 

7 / 

COMPENSATION IS CLAIMED? 

GKyes □ NO 

-7/3/ fr 9 1 



figs'- Sog/ty/jL 


4. SOCIAL SECURITY NUMBER j 


6. PERIOD COMPENSATION IS CLAIMEO AS A RESULT 
OF PAY LOSS (Mo., day, year) 

FROM: t/hi THROUGH: t*i/i C 


9. IS EMPLOYEE TOTALLY 

OISABLED.FOR USUAL WORK? 

□ NO 


11. STATE DIAGNOSIS 


12. WHAT TREATMENT IS EMPLOY^ RECFIVjNQ.AND HOW OFTEN IS IT GIVEN? 


13. WHAT PERMANENT EFFECTS, IF ANY, ARE 
ANTICIPATED? 







16. WILL DISABILITY FOR REGULAR WpJTK CONTINUE 
FOR 90 DAYS OR LONGER? S^ES □ NO 
IF NO, APPROXIMATELY WHAT DATE WILL EMPLOYEE 
BE ABLE TO RETURN TO WORK? (Mo., day, year) 


17. IF EMPLOYEE IS ONLY PARTIALLY DISABLED, SHOW 
DATE HE OR SHE WAS ABLE TO PERFORM SOME WORK 
ANO DESCRIBE SPECIFIC WORK RESTRICTIONS, ((.a. limh 
tationt in stooping, bending, lifting, etc.) 


16. IF EMPLOYEE IS ABLE TO RESUME RESOLAR WOR 
HAS HE OR SHE BEEN SO ADVISED? □ YES 
IF YES, SHOW DATE EMPLOYEE WAS INFORMED 
(Mo., day, year) 


18, IF EMPLOYEE HAS BEEN REFERRED TO ANOTHER 

PHYSICIAN FOR CONSULTATION OR TREATMENT, GIVE 
PHYSICIAN'S NAME & ADDRESS. 


19. RECOMMENDATIONS AND PROGNOSIS 


20. ADDRESS (Include tip code) 


21 IF YOU SPECIALIZE, INDICATE SPECIALTY 



23. DATE OF REPORT (Mo., day, year) 

■ 7 / 3,779 













U.S. DEPARTMENT OF LABOR 
EMPLOYMENT STANDARDS ADMINIS1 RATION 
OFFICE OF WORKERS' COMPENSATION PROGRAMS 


FOR INSTRUCTIONS SEE REVERSE SIDE 


STATEMENT OF INJURED EMPLOYEE 


CLAIM FOR CONTINUING COMPENSATION 
ON ACCOUNT OF DISABILITY 



5. DATE AND HOUR OF INJURY c _ ^ _ 

(do., day, year) ^ q 

5/'Ap/ □ pm 


7 HAVE YOU RECEIVED ANY LEAVE PAY DURING THE 
PERIOD SHOWN INJT^M 6.? 

□ YES B^NO IF YES, COMPLETE ITEM 8 




SOCIAL SECURITY NUMBER 


s c 

Mo. 


8. AMOUNT RECEIVED $ 

DATES COVERED BY LEAVE PAY 
FROM THROUGH* 



10. IF YOU HAVE APPLIED FOR EMPLOYMENT WITH THE U.S. TRAINING AND EMPLOYMENT SERVICE GIVE 
THE FOLLOWING: 

REGISTRATION NO DATE OF REGISTRATION , OFFICE ADDRESS 

A'A 


11. IF YOU WERE ONLY PARTIALLY DISABLED AND DID NOT WORK, STATE REASON FOR NOT WORKING. 


/A 


12 IF, SINCE FILING YOUR INITIAL CLAIM FOR COMPENSATION, YOU HAVE APPI IED FOR OR RECEIVED 
VA BENEFITS BASED ON MILITARY SERVICE FOR THE UNITED STALES, GIVE THE FOLLOWING 


CLAIM NO 


NAME AND AODRESS OF OFFICE 

MATURE OF DISABILITY AND MONTHLY PAYMENT WHERE CLAIM IS FILED 


M//* 


13. IF, SINCE FILING YOUR INITIAL CLAIM FOR COMPENSATION, YOU HAVE APPLIED FOR 

OR RECEIVED AN ANNUITY UNDER 1 HE CIVIL SERVICE RETIREMENT ACT OR OTHER FEDERAL 
RETIREMENT OR DISABILITY LAW, GIVE THE FOLLOWING: 


CLAIM NO 


AMOUNT OF MONTHLY PAYMENT 

XA 

14 SIGNATURE OF EMPLOYEE OR PERSON ACTING ON 

EMPLOYE'S BEHALF J. j 0 

is. 


NAME AND ADDRESS OF OFFICE 
WHERE CLAIM IS FILED 


15. DATE (Md. t day, year} 

ilZh 


I <>r Milt l»\ Uh* ''tii it nniGyiiot ol hoi uim-rii", l ^ (iiiuiiiimnl 1‘j inliiu. Olluv 
WaxhiKcion J>< Pnu* $'> lu |n>r JfHt 


Form CA - 8 Revised No\. 197-1 
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STATEMENT OF OFFICIAL SUPERIOR 


16. 


18 


20 


IF EMPLOYEE HAS RETURNED TO WORK. 
SHOW DATE AND HOJJF 
(Mo., day, year) / £ , , r . 



AM 


□ PM 



HAS EMPLOYEE RECEIVED ANY PAY FOR WORK, 
LEAVE , SUBSISTENCE, QUARTERS OR OTHER 
REMUNERATION FROM YOUR AGENCY DURING THE 
PERIOD SHOWN IN ITEM 6.0f^THE REVERSE SIDE? 

□ YES 


19 . 


SHOW EMPLOYEE'S WORK WEEK ON RETURN 
TO DUTY, IF OTHER THAN MONDAY THRU FRIDAY 

| s|m|t|w|t|f t s | 

IF ANSWER TO ITEM 18. IS YES, SHOW: 

AMOUNT $ 

TYPE OF PAYMENT 


PERIOD FROM THROUGH 

IF THERE HAS BEEN ANY CHANGE IN EMPLOYEE'S HEALTH BENEFIT ENROLLMENT AND/OR OPTIONAL INSURANCE 


SINCE PREVIOUS CLAIM FOR COMPENSATION WAS SUBMITTED, PLEASE EXPLAIN (to change of plan or option, if 
additional deductions have been made by the agency, show amount and period.) 


21. REMARKS 



3CTIONS FOR INJURED EMPLOYEE 


a. Items 1, through 1 5. on the reverse side should be completed by the injured employee or by someone acting 
on the employee's behalf. The form should then be given to the official superior. 


b. The Injured employee should file Form CA-8 each two weeks during the period of disability unless otherwise 
notified by the OWCP. A copy of the form will be enclosed with each compensation check. Additional 
copies*may be obtained from the OWCP or the employing agency. 


c. Employees are advised that fraudulent claims are punishable by a fine of not more than $2,000, or 
imprisonment for not more than one year, or both, 


INSTRUCTIONS FOR OFFICIAL SUPERIOR 

a. The official superior must complete items 16. through 24. and forward the form to the appropriate 
OWCP office. 

b. The official superior must also complete items 1. through 6. on Form CA‘20a before sending that form to 
the attending physician. It will also be necessary for the official superior to show in item 3. on the reverse 

of the Form CA-20a, the address of the OWCP office to which the physician should send the completed form. 


If additional space is required for any reply, a separate sheet of paper may be used, numbering the 
answers to correspond with items on the form. 


NOTE: DELAY IN SUBMITTING THIS FORM PROPERLY COMPLETED, OR WITHOUT SUPPORTING MEDICAL, 
EVIDENCE, WILL DELAY PAYMENT OF COMPENSATION. 


Form CA-8 Revised Nov, 1974 
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U S DEPARTMENT OF LABOR 

EMPLOYMENT STANDARDS ADMINISTRATION ATTENDING PHYSICIAN’S REPORT 

Offtce of Workers' Compensation Progroms 

1. NAME OF INJURED EMPLOYE E (Last, first, middle) 2 HOME MAILING ADDRESS {Number, Street t City, State t Zip Code) 

■p sT ) )i 

/JPPP2- /?>/-// /'O ■ /, 'iprt, 'AUPd 

3. DATE A Nd 'HOUR OF INJURY (Mo., 6 at, Year) 4. PERJ 06 COMPENSATION IS CLAIMEO AS A RESULT OF PAY LOSS 

/ O' (Ma ’ Dar ‘ Yeat) / / 

^ // ^ / y ^ ^ rp PM FROM-.) //OfFf TO t js 

T'wH^fYl STORY OF INJURY (Jnc/uding disease caused by the employment) Qip EMPLOYEE G IV E _ YO _ U 7 ^ . 


7 jPPP 2 l, 

). DATE A N dr K OUR OF INJURY (Mo„ Dar, Year)' 4, PER 100 COMPENSATE 

^ / / ^ Wo , Day, Year) 

</f/i ? % y> pz 

5 WHAT HISTORY OF INJURY (Jnc/udmg disease caused by the employment) 0[P EMI 


y^' 


6 WHAT ARE YOUR F IND INGS (Include results of x-rays, laboratory tests, etc,) 9 ' / "7 J 

, y/. . ' s,. .sS /A , .. , • W' J y*yJ*W- 


(C<. l~ ^ A ^ 


7. WHAT IS YOUR DIAGNOSIS 7 


Shy rt/i " 7 V- <-y 


8. DO YOU BELIEVE THIS DISABILITY IS IN ANY WAY RELATED TO THE HISTORY OF THE INJURY AS GIVEN ABOVE? 
fP/ease explain your answer if there are doubts) 


DID INJURY REQUIRE HOSPITALIZATION? 


I 1 YES 


IF YES, DATE OF ADMISSION (Mo*, Day, Year) 
DATE OF DISCHARGE 



10. IS ADDITIONAL HOSPITALIZATION 
REQUIRED? 

[ ‘ YES 

12. DATE OPERATIONS PERFORMED 
(Mo,, Day, Yiat) / 

y/>o /~? / 


13 WHAT (Other) TYPE (^TREATMENT DIO YOU PROVIDE? 

* 

14. WHAT PERMANENT EFFECTS, IF ANY, 

DO YOU ANTICIPATE? 




15. DATE OF FIRST 16. DATES OF TREATMENT (Mo,, Dar, Year) 17 DA T E OF DISCH A RGE 

EXAMINATION FROM TREATMENT 

(Mo,, Da v, year) (Mo,, Day, Year) 

. zmEIl ^ M /v 

IB PERIOD OF DISABILITY (7/ ferniinaNon date unknown -so 19, DATE EMPLOYEE ABLE TO RESUME (Mo,, Day, Year) 

indicate) (Ifoi* day, year) r' i i 

TOTAL DISABILITY' PROM l)/^/ C ^ ^ ^ 1 ,U 1 * V LIGHT WORK 

PARTIAL DISABILITY FROM TO 0 REGULAR WORK 

... ^ 


16. DATES OF TREATMENT (Mo,, Dtsr, Year) 


20, ADVI5E I F EMPLOYEE IS ABLE TO RESUME WORK j j Y E5 [\Sh 0 IF YES, FURNISH DATE ADVISED. 

21 IF EMPLOYEE IS ABLE TO RESUME ONLY LIGHT WORK, INDICATE THE EXTENT OF PHYSICAL LIMITATIONS AND THE 
TYPE OF WORK KE/SKE COULD REASONABLY PERFORM WITH THESE LIMITATIONS. 


22 GENERAL REMARKS ANO RECOMMENDATIONS FOR FUTURE CARE. IF INDICATED. 


23 SIGNATURE OF PHYSICIAN 24 ADDRESS (Number, Street, City, State, ^1p Code ) 25 - DATE OF REPORT 

V / P '/ « 

/y Atn/td-k ip tf/ % 3 7c? '/S / pP 

~ / CA -20 

(REV. AUG. 19761 
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U.S DEPARTMENT OF LABOR 
EMPLOYMENT STANDARDS ADMINISTRATION 
OFFICE OF WORKERS' COMPENSATION PROGRAMS 


ATTENDING PHYSICIAN'S 
SUPPLEMENTAL REPORT 


FOR INSTRUCTIONS SEE REVERSE SIDE 


1 NAME OF INJURED EMPLOYEE (Last, first, middle) 

■n 


3. HOME MAILING ADDRESS (Include zip code) 

/'A //'• '• 

/ . {'■- - A 5 7 £ 1 


2. OWCP FILE NUMBER, IF KNOWN 

>') A-,A> * /^/ A 


n 


4. SOCIAL SECURITY NUMBER 


DATE AND HOUR OF INJURY 
(Mo , day , 




a am 
□ pm 


6. PERIOD COMPENSATION IS CLAIMED AS A RESULT 
OF PAY LOSS (Mo , day, year) 


FROM, 


S /''C /yj through., K s' $t ' i 1 


7 DATE OF MOST RECENT 

EXAMINATION (Mo , day. year) 


A j 


8. IS EMPLOYEE'S PRESENT CONDITION 
DUE TO THE INJURY FOR WHICH 
COMPENSATION IS CLAIMED? 

n-^ES □ NO 


9. IS EMPLOYEE TOTALLY 

DISABLED FOR USUAL WORK? 


O-'YES 


O NO 


10 DESCRIBE NATURE OF PRESENT IMPAIRMENT 

yiWX fid ->~ 




A c -. -r /), s i- * -y 


11. STATE DIAGNOSIS 




12 WHAT TREATMENT IS EMPLOYEE RECEIVING AND HOW OFTEN IS IT GIVEN? 


13. WHAT PERMANENT EFFECTS, IF ANY, ARE 
ANTICIPATED? 


15. WILL DISABILITY FOR REGULAR WORK CONTINUE 
FOR 90 DAYS OR LONGER? Q'YES Q NO 
IF NO, APPROXIMATELY WHAT DATE WILL EMPLOYEE 
BE ABLE TO RETURN TO WORK** (Mo .day, year) 


14. DESCRIBE ANY CONCURRENT DISABILITY EMPLOYEE 



16 IF EMPLOYEE "i? ABLE TO RESUME REGULAR WORK,.. 
HAS HE OR SHE BEEN SO ADVISED? DYES EKNO 
IF YES, SHOW DATE EMPLOYEE WAS INFORMED 
(Mo , day, year) 


./ 


17. IF EMPLOYEE IS ONLY PARTIALLY DISABLED, SHOW 
DATE HE OR SHE WAS ABLE TO PERFORM SOME WORK 
AND DESCRIBE SPECIFIC WORK RESTRICTIONS, lie. Hmi- 


18 IF EMPLOYEE HAS BEEN REFERRED TO ANOTHER 

PHYSICIAN FOR CONSULTATION OR TREATMENT, GIVE 
PHYSICIAN'S NAME & ADDRESS 


tat ions in stooping, bending, lifting, etc.) 


a lh r 

19. RECOMMENDATIONS AND PROGNOSIS 




20. ADORESS (Include zip code) 


2L IF YOU SPECIALISE, INDICATE SPECIALTY 


23. DAtJ OF REPORf (Mo., day.yiar) 

A'A/^ // 


22. SIGNATURE OF PHYSICIAN 


& 






Form CA-20ft Rovlaed Nov. 1974 
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TASK BOOK 
REHABILITATION 
PERRY CASE 
TASK 1 


Assume today's date is January 14, 1984. Mr. Perry is no 
longer on the agency's rolls. If you wish to refer to the 
Resource, consult pages 58 - 63. 

Why is there reason to question compensation for disability? 
Circle the letter below of the best answer. 

a. There is inadequate medical justification for total 
disability. Turn to page 300, Box 2. 

b. The claimant's current disability may be unrelated to 
the job injury. Turn to page 301, Box 2. 

c. The claimant is now able to do light duty work. Turn to 
page 329, Box 4. 

d. There is a concurrent condition that accounts for his 
present disability. Turn to page 326, Box 1. 
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Prom page 244 



Since you have not been able to get objective-findings, 
you do need another source. However this isn't the most 
direct way. 

Return to page 244 for an alternative. 



Prom page 254 

That is correct. The conflict is clear and only OWCP can 
resolve it. 

Turn to page 255 for the next task. 



From page 190 


No. The medical report dated 3/14/81 is over two years 
old as of Dec. 4, 1983. A medical report more than 6 
months old should not be used to justify disability. 

Return to page 190 for another choice. 


TASK BOOK 
REHABILITATION 
PERRY CASE 
TASK 2 


Read pages 64 - 71 in the Resource. 

What steps would you take now? Select one of those listed 
below. 


a. Schedule a Fitness for Duty exam for Mr. Perry and with 
the work limitations obtained, design a light duty job. 
Turn to page 326, Box 3. 


b. Request that OWCP get work restrictions from the 
attending physician and modify a job to accommodate 
them. Turn to page 301, Box 1. 


c. Ask OWCP to have the attending physician identify 

restrictions due to occupational injury and modify a job 
to meet them. Turn to page 327, Box 3. 


d. Have OWCP get from the doctor, work restrictions 

resulting from pre-existing conditions and job related 
injury and design a light duty job to suit them. Turn 
to page 300, Box 4. 
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TASK BOOK 
REHABILITATION 
PERRY CASE 
TASK 3 


Read pages 72 - 75 in the Resource. 


Read the Form OWCP 5 which follows on page 276. Then go to 
page 277 to do the task. 
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UA department OF LABOn 

bMFUOYMSMT ETAHDAROS ADMINISTRATION 
OFFICE OF WORKERS- COMPENSATION PROGRAMS 


WORK RESTRICTION EVALUATION 


fnjo^nd workers' last) 

^2^ frequency anti number of hours a day the worker Is able t o do the following specific types o* activities. 
“* •p-"™—™-’ frequencv “ ~1 NUMBER OF HOURS A PAY 



ACTIVITY 


Qontinuoi^ 


Intermittent 



f, Climbing 


g. Kneeling 


h. Twisting 


{. Standing 

~4~ Check the lifting" restriction. 

□ 0-1/Hbs. 0 10-20 lbs. 


□ 20-50 lbs. 



0 

Yes □ No 

Bd^Ffne manipulation? 

0 


6. Can the worker reach or work above tlie shoulder? □3'Yes □ No 


i 


5c. Pushing and pulling? 


7, Can the worker use his/her feet to operate foot controls or for repetitive movement? 


8. Can the workef operate a car, truck, crane, tractor, or other type of motor vehicle? 


I 

m 


Yes □ No 


□ 


Yes □ No 


0, Arg^t here card^ visual, or hearing limitations? 
B No G V es — (Describe) 


10. Are there restrictions concerning heat^cpldrdfimpness, height, temperature changes, high speed workjrig, or exposure todust, 
fumes or gases? O No (3res - (Describe) $> 


1 1. Are interpsrsonaUelations effected because of a neuropsychiatric condition? 

D No 0 Yes — Describe (Ability to give and take mper vision, meet deadlines , etc,) 


mmma 


12a. Candj^fidividuel work eight hours a day? 

G3 Yei Q No — (Indicate when) 

12b. If not eight hours, how many and when? 


14. Has Jtd worker reached maximum improvement? 
tUres (Ittdicate when) 

0 No (Indicate when) 


18. Remarks: (Restrictions from medication or other limitations) - 


10. Name , s?x\ [ 17, Signature 


2 18. Name A - , , j 

>: \ ~7 

£ 18. A tidxm O' 


19. Telephone No. 


Copy mtribxtim: mrw - GmietlBmrJoytr YELJLOW - OWCPCate Fife PINK - OWCP Rek*b. Fite 
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20. Defc j 


fmmO WC** 










TASK BOOK 
REHABILITATION 
PERRY CASE 
TASK 3 


Taking into consideration work experience, education, physical 
and environmental factors and work restrictions, you have now 
identified a light duty assignment for Mr. Perry so he can 
return to gainful employment. 

You are now going to make a job offer to the employee. You 
will have him come in to meet with you. After you have 
presented him with a formal written job offer, he informs you 
that he refuses to accept reemployment. What steps will you 
take with the claimant? Write your answers below. 


AFTER YOU WRITE YOUR ANSWER, TURN TO PAGE 278 TO COMPARE YOUR 
ANSWER WITH THE BOOK ANSWER. 



CASE MATERIAL ENDS HERE 




TASK BOOK 
REHABILITATION 
PERRY CASE 
TASK 3 


Answers 


1. Be sure that the claimant checks the refusal block on 
job offer letter and signs it. 

2. Inform him that this will be forwarded to OWCP and his 
compensation will probably be reduced or terminated. 


TURN THE PAGE TO BEGIN A NEW CASE 



TASK BOOK 
REHABILITATION 
CASE 2 
TASK 1 


You have reviewed your OWCP chargeback report and identified 
employees whose files you are going to review. 

For the first five identified candidates you have obtained 
health unit records, official personnel folders, and the injury 
compensation claim files. After reviewing the records you 
prepared a fact sheet on each of the five candidates to include 
the following: 

. Job related disability 
. Work limitations 
. Concurrent disabilities 
. Current age 
. Employment history 
. Job skills 

. Length of time absent from work environment 
. Number of hours candidate is capable of working 
. Office of Personnel Management status 
. OWCP payroll status (LWEC or full benefit) 

. Previous limited duty accommodations . 


Assume today’s date is November 14, 1984. 

Review the five fact sheets on the pages that follow (pages 
280 - 284), then turn to page 285 for the task. 

If you want to consult the resource information on 
rehabilitation, it may be found on pages 64 - 69 of the 
Resource Book. 
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TASK BOOK 
REHABILITATION 
CASE 2 
TASK 1 


FACT SHEET 


Mary R. Rubin Current Age: 66 years old 
Monthly pay rate - $1095.00 

Date of Injury : 3/7/72. Compressed fractures of both knees 

as a result of a fall. Received Scheduled Award from OWCP for 
60% permanent disability to both knees. Medical report dated 
12/5/83 states employee could work four hours per day only in a 
completely sedentary assignment. Concurrent disabilities 
include hypertension. 

Employment History : Ms. Rubin was a letter carrier for 32 
years prior to her injury. There is no record of any 
disciplinary action in her personnel record. Did not return to 
work with the Postal Service after her injury. Retired on 
disability through 0PM 6/11/74. 
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TASK BOOK 
REHABILITATION 
CASE 2 
TASK 1 


PACT SHEET 

Joseph S. Watson Current Ages 54 years old 
Monthly pay rate - $1500.00 


Date of injury: 4/10/75. Ruptured disc as a result of 

lifting. Has had two lumbar laminectomies and a spinal 
fusion. Latest medical report from orthopedist Jerry 
Q. Pence, M.D. dated 4/5/83 states employee is permanently 
disabled for any type of work. Impartial Medical Evaluation 
has concurred and shown poor prognosis for ever returning to 
work. No concurrent disabilities. 

Employm ent History : Mr. Watson worked for the Post Office as 

a Distribution Clerk for 25 years prior to his injury. No 
disciplinary action in his personnel records and he was the 
recipient of a Special Achievement Award. He never returned to 
any gainful USPS employment after the injury and eventually 
secured an approved disability retirement through OPM on 

1 1 /I O i* 7 £ ** 
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TASK BOOK 
REHABILITATION 
CASE 2 
TASK 1 


FACT SHEET 


Alexander P. Hawkin s Current Age: 46 years old 
Monthly pay rate - $1150.00 

Date of Injury: 8/5/78. Amputation of the right arm. 

Medical records dated 6/10/81 state employee is fit for limited 
duty eight hours per day. Only restrictions are in the area of 
lifting and climbing. Concurrent disabilities include multiple 
sclerosis diagnosed 9/15/83. Claimant is wheel-chair bound. 

Employment History : Mr. Hawkins was a maintenance mechanic 

for seven years before his right arm was amputated in a 
conveyor belt accident. He was an excellent employee/ the 
recipient of several adopted suggestion awards. He did not 
return to work after his injury and retired on disability 
through OPM on 3/9/80. Employee has AA degree in business 
administration . 
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TASK BOOK 
REHABILITATION 
CASE 2 
TASK 1 


FACT SHEET 


Alice M. Washington Current Age: 33 years old 
Monthly pay rate - $1100.00 

Date of Injury : 7/3/79. Ruptured lumbar disc. Refuses 

surgery. Medical report dated 1/9/84 states employee fit for 
limited duty eight hours per day. Can do no lifting, bending, 
squatting, climbing, kneeling or twisting. Generally needs 
sedentary work. No concurrent disabilities. 

Employment History; Ms. Washington was hired as a Letter 
Carrier on 12/30/78. She was injured six months later and 
remained off work for approximately nine months. She returned 
to limited duty in 4/80 and worked in the assignment 
until it was terminated on 3/81. She was separated from the 
Postal Service in 3/82 due to her inability to perform the 
duties of Letter Carrier As a result of physical disability, 
Ms. Washington was not eligible for disability retirement 
because she did not have 5 years Civil Service. Has a high 
school diploma and was a clerk typist for an insurance company 
for six years prior to her Postal Service employment. 
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TASK BOOK 
REHABILITATION 
CASE 2 
TASK 1 


FACT SHEET 


William I. Elliott Current Age: 41 years old 
Monthly pay rate - $1300.00 

Date of Injury: 9/10/78 - Ruptured lumbar disc as a result 

5 r a motor vehicle accident. Has had lumbar laminectomy and 
fusion. Can work eight hours per day in a completely sedentary 
assignment with no lifting. Cannot operate a motor vehicle. 

No concurrent disabilities. 

Employment History : Mr. Elliott was a tractor trailer 

operator for nine years prior to his injury. Had attendance 
problems in the past with a suspension for two weeks. Has a 
high school diploma. Never returned to work after the injury. 
Retired on an approved disability through OPM on 2/5/80. 
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TASK BOOK 
REHABILITATION 
CASE 2 
TASK 1 


Of the candidates whose records you have just reviewed, rank 
order them starting with #1 as the candidate most likely to 
result in a successful rehabilitation effort. Provide your 
rationale for each of your rankings. Write your answer below. 


WHEN FINISHED, TURN TO PAGE 286 TO READ THE BOOK ANSWER. 
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TASK BOOK 
REHABILITATION 
CASE 2 
TASK 1 


Answer : 


There is no quantitative reason for the rank order , but the 
first three are clearly candidates more likely to be 
successfully rehabilitated. Consider your answer correct, as 
long as you have these three as likely to be successful : 

1) Alice M. Washington - 33 years old. Fit for limited duty 
eight hours per day. Her disability can be accommodated 
since she worked limited duty after injury. She has no 
concurrent disabilities. Has only been absent from work 
environment for two years. Her typing skills enhance the 
ability to accommodate her. She is probably resentful over 
her previous separation front USPS. 

2) * William I. Elliott - 41 years old. Fit for limited duty 

eight hours a day. He has no appreciable reemployment 
skills. He was a tractor-trailer operator and cannot drive 
a vehicle now. He has no concurrent disabilities. He has 
been absent from the work environment four years. Had some 
attendance problems. Has an approved disability retire- 
ment. Did not perform any limited duty after injury. 

3) * Alexander P. Hawkins - 46 years old. He cannot go back to 

his maintenance mechanic job because of the loss of his 
arm. You would have to offer him a job that accommodates 
the arm loss. Since the multiple sclerosis was diagnosed 
subsequent to the on-the-job injury, it does not have to be 
accommodated. However, it is possible for him to do a 
sedentary job where the wheel chair doesn't matter. If the 
sedentary job would pay less than his former job, then OWCP 
would do an LWEC. 

The following two candidates are less likely to be successfully 
rehabilitated : 

4) Mary R. Rubin - 66 years oid. Can only work four hours per 
day. You could offer her a 4 hour a day job and OWCP would 
then do an LWEC. 

5) Joseph S. Watson - 54 years old. Permanently disabled. 
Medical report states that he is permanently disabied for 
any type of work. 


TURN THE PAGE TO BEGIN A NEW CASE. 
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TASK BOOK 
REHABILITATION 
CASE 2 
TASK 2 


You have selected Alice M. Washington as your most viable 
rehabilitation candidate. You have a Work Restriction 
Evaluation from her treating physician and three possible job 
assignments . 

Review the Work Restriction Evaluation from Dr. Alexander and 
the three job descriptions which follow on pages 288 - 291. 
Then turn to page 292 to do the task. 
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U.S. DEPARTMENT OF LABOR 

EMPLOYMENT STANDARDS ADMINISTRATION 

OFFICE OF WORKERS' COMPENSATION PROGRAMS 

WORK RESTRICTION EVALUATION 

1. Injured workers' name (First, middle, last) 

Al'ct M u)*-s h 

2. OWCPNo. 

FtsS' tosno*) 


ACTIVITY 

FREQUENCY 

NUMBER OF HOURS A DAY 


Continuous 

Intermittent 

0 

1 

2 

3 

4 

6 

6 

7 


a. Sitting 











s" 

b , Walking 












c. Lifting 












d t Betiding 



✓ 









e . Squatting 












/. Climbing 












g t Kneeling 












K Twisting 












L Standing 





/ 








3. Chock the frequency end number of hours a day the worker is able to do the following specific types of activities. 


> 

i 


4. Check the lifting restriction. 

E3 Q— 10 lbs. □ 10-20 lbs. □ 20-60 lbs. □ 50-75 lbs. □ 75 & above lbs. 


5a. Hand restrictions? 

Bf No O Yes — (Check b, c, and d.) 


5b^ Simple grasping? 

□ Yes □ No 


6c. Pushing and pulling? □ Yes 0 No 


6d, Fine manipulation? □ Yes 0 No 


6. Can the worker reach or work above the shoulder? 


□ Yw EfNo 


(Zf*' 


7. Can the worker use his/her feet to operate foot controls or for repetitive movement? 


Yes 0 No 


~~ 40 i 

£? Yes □ No I 


B. Can the worker operate a car, truck, crane, tractor, or other type of motor vehicle? 


B, Ar^ there cardiac, visual, or hearing limitations? 


No 


O Yes —{Describe) 


10. Are there restrictions concerning heat, cold, dampness, height, temperature changes, high speed working, or exposure to dust, 
fumes or gases? □ No 0 Yes - (Describe) 

CflA-m- urfr'vfc QitXH djLs 


11. Are Interpersonal relations effected because of a neuropsychiatric condition? 

Bf No □ Yes- Describe (Ability to give and take supervision , meet deadlines , etc t ) 


a ui 

o a 
o ui 
UJ D 
tc 


12a. Can the individual work eight hours a day? 
Ef Yes 0 No — (Indicate when) 


12b. If not eight hours, how many and when? 


13. Do you anticipate the worker will need vocational rehabilitation services such as testing, counseling, training, or placement , 
to return to work? 0 Yes □ No Cgus^uAkskc^ h> ^ 




14. Has the worker reached maximum Improvement? 
Qf Yes (Indicate when) 


□ No (Indicate when) 


\ 

o 


16. Remark*: (Restrictions from medication or other limitations) 

(U A«|uAJU> A<aA ^ U^-n^X-och oy> j (aJvU. T\trt I'y^fXCVi- ■ 


16, Nsme 




17 fewiX 

r_i -i ii ' — 


18. Address 

i H 0 ^ l-<S Shr^cf 


~h /IP 


19. Telephone No. 

*45- °IQ 


20. Date 

3/9 1 z4 


CopyXXtirtimtkm: WHITE- O ark r lLr u p loyer YELLOW - OWCP Qve File PINK - 04CP Rehab. F&e 

ew aa 


¥mmO&Q M 
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TASK BOOK 
REHABILITATION 
CASE 2 
TASK 2 


JOB DESCRIPTION SUMMARY 
SUPPLY CLERK 


Requisitions and maintains supplies for a medium size postal 
facility. Required to load and unload supply crates weighing 
50 pounds. Types supply requisitions. Performs inventory 
functions. Must be able to type 4 0 words per minute and use 
standard office equipment such as an adding and xerox machine. 
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TASK BOOK 
REHABILITATION 
CASE 2 
TASK 2 


JOB DESCRIPTION SUMMARY 
WINDOW CLERK 


Sells postal products to customers. Is required to stand eight 
hours per day at the counter in the post office lobby. Must 
accept packages to be mailed over the counter weighing up to 70 
pounds. Lifting above shoulder level is required. When lobby 
is not busy, employee is required to manually file mail. 
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TASK BOOK 
REHABILITATION 
CASE 2 
TASK 2 


JOB DESCRIPTION SUMMARY 
SAFETY INSPECTOR 


Conducts on-site safety inspections of postal facilities. Wei 
developed communication skills required. In inspecting 
physical facilities, incumbent is required to climb ladders an 
steps, required to bend and twist. Must provide own 
transportation to facility sites. 
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TASK BOOK 
REHABILITATION 
CASE 2 
TASK 2 


These three positions are the only three jobs available. 
Currently there are no completely sedentary jobs available. 

Select the position that best meets Ms. Washington's physical 
capabilities and which requires the least amount of 
modification. Circle your answer below. 


a. Supply clerk. Turn to page 328, Box 4. 


b. Window clerk. Turn to page 300, Box 3. 


c. Safety inspector. Turn to page 301, Box 4. 


- 292 - 



TASK BOOK 
REHABILITATION 
CASE 2 
TASK 3 


the Position of supply clerk requires the 
? nt of modification and best meets Ms. Washington’s 
physical capabilities. 


Read 

page 


^ fo iJ owin g job description for supply clerk on 
294. Then turn to page 295 and do the task. 
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TASK BOOK 
REHABILITATION 
CASE 2 
TASK 3 


JOB DESCRIPTION 


Position Title: Supply Clerk 
Position Number: KP-8 
Level: PS-5 

Occupational Code; 2315-04 


Functional Purpose: Requisitions and maintains supplies for a 

postal facility. 

Organizational Relationships: Reports to Supply Supervisor 
Job Duties: 

1. Type and xerox supply requisitions 

2. Perforin on-site inventory functions, moving boxes of 
inventory to assigned locations. Review detached units 
inventory reports comparing stated supplies and 
equipment with their authorization 

3. Occasionally loads and unloads supply crates weighing 50 
pounds , 

4. Accepts emergency telephone supply orders and types the 
requisition. 

Proficiency Requirements: 

1. Ability to type 40 words per minute 

2. Ability to use standard office equipment such as an 
adding and xerox machine. 

jj'Qyi. r °nmental Factors : Clerical duties will be performed using 
a standard office desk and executive chair. The chair will 
have arm and back rests and will swivel. 

Physical Requirements: This position requires that the 
employee be able to stand up to four hours per day, five days 
per week and walk to and from the worksite. The position 
requires occasional lifting of crates weighing up to 50 lbs. 
On-site inventory functions require repetitive movements such 
as bending, reaching, twisting, or squatting. 
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TASK BOOK 
REHABILITATION 

CASE 2 
TASK 3 


The position of supply clerk now needs to be modified to meet 
Ms. Washington's physical limitations. For the section on 
Job Duties below, select the item which best describes the 
modifications required, then turn to the page indicated next to 
your selection. 

"Job Duties 


1. Type and xerox supply requisitions. 

2. Perform on-site inventory functions, moving 
boxes of inventory to assigned locations. 
Review detached units inventory reports 
comparing stated supplies and equipment with 
their authorization. 

3. Occasionally loads and unloads supply crates 
weighing 50 pounds. 

4. Accepts emergency telephone supply orders and 
types the requisition." 


a. Duty 1: 


Duty 

Duty 


Duty 4 


Employee will xerox supply requisitions not to 
exceed two hours standing a day. 

Eliminate "moving boxes of inventory". 

Employee will not be required to load or unload 
supply crates. 

O.k. as is. 

Turn to page 333 Box 2. 


b. Duties 1 and 4 are acceptable. 

Duty 2s Eliminate "moving boxes of inventory". 

Duty 3: Employee will not be required to load or unload 
supply crates. 

Turn to page 330, Box 1. 


c. Duties 1 and 4 are acceptable. 

Duty 2s Eliminate "moving boxes of inventory". 

Duty 3s Employee will not be required to load or unload 
supply crates weighing 10 lbs or more. 

Turn to page 332, Box 2. 


d. Duty Is Acceptable 

Duty 2s Qualify "moving boxes" by adding not to exceed 10 
lbs . 

Duty 3: Eliminate 

Duty 4s Eliminate requirement to answer the telephone. 
Turn to page 331, box 3. 
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TASK BOOK 
REHABILITATION 
CASE 2 
TASK 4 


The physical requirements of the job as stated below must also 
be modified. 

" Physical Requirements : This position requires that the 
employee be able to stand up to four hours per day, five 
days per week and walk to and from the worksite. The 
position requires occasional lifting of crates weighing two 
to 50 lbs. On-site inventory functions require repetitive 
movements such as bending, reaching, twisting/ or 
squatting" . 

Select the re-statement of the physical requirements below that 
best fits her limitations. Then turn to the page indicated to 
check your answer. 

a. . Employee must be able to sit eight hours per day and 
stand not to exceed two hours per day. 

. Employee will not do any lifting, nor repetitive 
movements such as bending, squatting, climbing, 
kneeling, twisting, pushing, pulling, operating any type 
of motor vehicle, or reaching above the shoulders. 

Turn to Page 331, Box 2. 


b. . Employee must be able to sit eight hours per day and 
stand not to exceed two hours per day and walk not to 
exceed 1 hour per day. 

. Employee will not do any lifting, nor repetitive 
movements such as bending, squatting, climbing, 
kneeling, twisting, pushing, pulling, or reaching above 
the shoulders. 

Turn to Page 333, Box 1. 


. Employee must be able to sit eight hours per day and 
stand not to exceed two hours per day. 

. Employee will not do any lifting, nor repetitive 
movements such as bending, squatting, climbing, 
kneeling, twisting, pushing, pulling. 

Turn to Page 330, Box 2. 


d. 


Employee must be able to sit eight hours per day and 

exceed two hours per day and walk not to 
exceed 1 hour per day. 

Employee will not do any lifting, nor repetitive 
movements such as bending, squatting, climbinq, 

of e moto?’v«M^i n9 ' PUShi "?' P ullil '9' operating any type 
?urS S Page !sl: Bo/!?' ° 9 ab ° Ve thS shoulders - 
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TASK BOOK 
REHABILITATION 
CASE 2 
TASK 5 


When Ms. Washington was injured she was a Grade 5, Step 1. In 
3/81 she began filing claims with OWCP because she was in an 
LWOP status as a result of her limited duty assignment being 
terminated. She was eligible for a recurrent rate because it 
had been more than six months since her first return to duty. 
Consequently, when she returned to limited duty her rate was a 
Grade 5 Step 2. While in a leave-without-pay status on OWCP 
rolls, Ms. Washington did earn one additional step increase, 
making her a Grade 5 Step 3 at the time of her separation. 

During your reemployment interview, Ms. Washington poses the 
following question. What answer would you give her? Select 
the best answer to the following questions below. 

(If you want to refer to the Resource Book, consult pages 
70 - 75. ) 


"Suppose I accept your job offer and then am unable to continue 
working as a result of my accepted low back condition. What 
are my options?" 

a. Your doctor has certified that the available job is within 
your work limitations and that you are capable of 
performing these duties. Turn to Page 331, Box 1. 

b. If you find yourself unable to continue working because of 
your work injury you should probably apply for disability 
retirement. Turn to Page 333, Box 4. 

c. If you are unable to continue working because of your back 
injury, you can obtain a new work restriction evaluation 
from the treating physician. Turn to Page 330, Box 3. 

d. If you are unable to continue working because of your back 
injury, you should request a LWEC rating from OWCP. Turn 
to Page 332, Box 1. 
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TASK BOOK 
REHABILITATION 
CASE 2 
TASK 6 


Ms. Washington has a second questions 

"When I was terminated from the Postal Service in March 1982 , I 
was a Grade 5 Step 3, yet I am returning as a Grade 5 Step 2. 
Why?" 

Which of the responses below is correct? 


a. The salary is determined for former employees by the grade 
and step in effect at the time of injury or recurrent 
disability. Ms. Washington will be paid at her current 
rate for a Grade 5 Step 2 since this was the rate in effect 
on 3/81 at the time of recurrence. Turn to Page 330, Box 4. 


b. The salary is determined for former employees by the grade 
at which the current job is classified. If that is less 
than the employee’s former salary, the difference will be 
made up by compensation payments (LWEC). Turn to 
Page 333, Box 3. 


c. The salary is determined for former employees by the grade 
and step the employee would be in if they had not received 
compensation. So, if Ms. Washington would have earned two 
step increases, she will return to a Grade 5 Step 4. Turn 
to Page 331, Box 4. 
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TASK BOOK 

REHABILITATION 
CASE 2 
TASK 7 


Ms. Washington has a final question: "What happens if I 
decline your job offer? Select the best answer below. 


a. You will no longer be entitled to workers compensation. 
However you would still qualify for disability retirement 
from OPM. Turn to page 334, Box 1. 


b. You will be asked to sign the declination of employment and 
state your reasons. The Employing Agency will notify OWCP 
of the job offer and the declination. If OWCP considers 
the position to be within the employee's physical 
capabilities, then compensation benefits will be terminated 
or reduced. Turn to Page 332, Box 4. 


c. If you feel that the job being offered you is less 
desirable than your previous job, you may decline. 
However, you must agree to enter a vocational 
rehabilitation program to qualify for a job equivalent to 
your former one. Turn to page 334, Box 3. 
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Prom page 254 



No. Even though you do want the opinion of a third doctor 
to resolve the dispute, the employing agency cannot 
require the claimant to undergo another exam. 

Return to page 254 for a different answer. 


From page 272 



This is not the best answer because there has been a 
recent change in the status of disability. 

Return to page 272 for another choice. 




Ms. Washington could possibly be accommodated in the 
window clerk position if she were allowed to sit rather 
than stand at the window. The lifting requirement would 
need to be waived and manual distribution of mail above 
shoulder level is outside her limitations. Further 
research would have to be done to determine if there is 
eight hours work available in the unit without lifting or 
filing mail above shoulder level. 

There is a better choice. Return to page 292 and select 
again. 


From page 274 


4 


Correct. Your light duty job must accommodate any 
conditions pre-existing the injury and those conditions 
resulting from the injury* Personal health conditions 
that arose later are not accommodated. 

Turn to page 275 for the following task. 
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From page 274 


This is partially correct. However, you need' not 
accommodate any work restrictions that are "personal" or 
"concurrent". 

Return to page 27 4 and choose a better answer. 




This is perhaps the case, but you have more certain 
grounds on which to question continued compensation. 

Return to page 272 for a different choice. 



No. Even though one doctor offers only subjective 
findings and the other doctor presents objective findings, 
they are in conflict over whether or not the claimant is 
totally disabled. The conflict must be resolved first. 

Return to page 254 for another choice. 


From page 292 


4 


The position of safety specialist does not meet 
Ms. Washington's physical capabilities in that the 
assignment requires bending, climbing, twisting and all 
other physical activities required of an inspector. 

Also, the employee must provide transportation to the 
facility sites. It would not be cost effective for the 
employing agency to drive Ms. Washington to the job sites. 

Return to page 292 and select again. 
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TASK BOOK 
REHABILITATION 
JOHNSON CASE 
TASK 1 


Refer back to the Resource Book, pages 58 - 63, then do the 
following case. 


Mr. Johnson injured his low back on 11/1/82 when he lifted a 
package weighing approximately 25 pounds from the floor to a 
handtruck. Mr. Johnson was treated by his family doctor, Jack 
Samuels, M.D. , who considered him fit for limited duty and 
referred him to an orthopedic specialist. Orthopedist 
William X. Roseborough has seen Mr. Johnson on a monthly basis 
since 11/10/82 and continues to find him fit for limited duty. 
The last three CA-17's including the latest from Dr. 
Roseborough, dated 5/10/83 have been identical with only the 
examination date changing. 

Review the following CA-1 and attending physician's reports 
from Doctors Samuels and Roseborough which follow on pages 
303 - 310. Then turn to page 311 to do the task. 
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U.S. DEPARTMENT OF LABOR 
EMPLOYMENT STANDARDS ADMINISTRATION 
OFFICE OF WORKERS’ COMPENSATION PROGRAMS 


1. Name of injured Employee (Last, first , middle) 

3°^n5on, £<2<3rQt 

5. Employee's Home Mailing Address (No,, street, city , sfate, zip code) 
Par K -fan, Hcl 


7. Name and Address of Employing Agency 
IX $ Post a-L Sc-r v ICc 

i'ioo £ 51 


9, Date and Hour of Injury 10, Date of This Notice 

(mo., day, year) 0 AM (mo., day, year) 

uhlli 7-15 Qpm 


13. Cause of Injury (Describe how and why the injury occurred) 


FEDERAL EMPLOYEE'S NOTICE OF TRAUMATIC INJURY 
AND CLAIM FOR CONTINUATION OF PAY/COMPENSATION 



3. Q'J Male 4. Social Security Number 

[]]] Female OIL - * 3V i 2- 


6, Home Telephone 
Area Code; 30/ 

Number: ,2 0 / 7-/?Y3 


8. Piece Where Injury Occurred ( a.g., 2nd floor. Main Post Office 
Bldg., 12th & Pina) 

^7 ouudJOis^-> 


1 1 , Dependents p-v, 12. Employee's 

Wife/Hutbend LJ Occupation , 

Children Under 18 Yean Old D Uikt CoJtt<r 


14. Nature of ln|ury (Identify the pert of the body Injured, ej., 
fractured left leg, etc.) 


Osprey irt'bJh^ 25 founts fo., n , n m*) Lu) t*cK- 

■fr 'Me 'floor a K*s^<LtYuc&, 


18, If This Notice and Claim Was Not Filed With The Employing Agency Within Two Working Days After The Injury, Explain The Reason 
For The Delay. 


16, I certify, unaer penalty of law, that the Injury described above was sustained In performance of duty as an employee of the United States 
Government and that It was not caused by my willful misconduct, Intent to injure myself or another parson, nor by my Intoxication. 

I hereby claim medical treatment, if needed, and the following, at checked below, while disabled for work: 

HD a. Sick and/or annual leave 

Q'b . Continuation of regular pay not to exceed 46 days and compensation for wage Ion If disability for work continues beyond 46 
days (If my claim is denied, 1 understand that the continuation of my regular pay shall be charged to sick or annuel leave, or 
be deemed an overpayment within the meaning of 6 USC 66841. 


signatufr of Employee Jr Person Acting on Hls/Her Behalf 



19. Witness' Address 

Moih ha a ? 


20, Date Signed (mo., day, year) 


(til/ Z2, 















OFFICIAL SUPERIOR'S REPORT OF TRAUMATIC INJURY 


I 21. Department or Agency 


22. Bureau or Office 


t(. 5 PoZlodL 


w>^cXCo 


23. Name and Address of Reporting Office (No., street , city , state , Zip Coda) 
\ ^00 £ 5tA (UL%~ 

X a. <P/ ^3 


24. Regular Work Day 

(3am ^ Qam 

BB9ln ‘ I,: ci qpm End ‘ O' 3o 


27. Date and Hour of Injury 28. Date Reporting Office 
(mo., day, year! Received Notice of Injury 

i I 0 AM (mo., day, year) 

I 1 ! 1 ' TIS Om ll/j/ffi. (IjuI+J/ 



29. Date and Hour Stopped 
Work 

(mo., day, year) 


* v \ tnu., uay, yw/ 

him* (fat*-!/ j) / h /si ot Sto f 


30. If Pay Has Been Terminated, 
Give Date 
(mo., day , year) 


31. 46 Day Period Begins 
(m*, day, year) 


32, Pay Rate When Employee 33. Date and Hour Employee Returned 34, Name of Supervisor at Time of 
Stopped Work to Work Injury 


to Work Injury 

(md, day, year) □ AM 

i ) id N*t Srof Dpm Rdph ^r\ts 


36. Was Employee in Performance of Duty At The Time of Injury? 0res, (j No, If No, furnish a detailed explanation or attach 
copy of Employing Agency's Investigation Report. 


t 3Mo, 


36. Was Injury Caused By Willful Misconduct, intoxication or Intent To Injure Self or Another? 


| I Yes CTNo. If Yes, Furnish Detailed Report. 


37. Was Injury Caused By Third Party? □ Yes 0 No. If Yes, Furnish Name and Address of Party Responsible, 


38. Date Employee First Obtained 39. Name and Address of Physician First Providing Medical Care 40. Do Medical Reports Show 

Medical Cere for the Injury — ^ u .C U A Employee is Disabled For 

(mo., day, year) Jac *' Oa,mL>Ctf, KiP Work? 

i I IHII ^<?r»n-cr RccuL 

W 1 "*' Kisu&yUU, HU L> Vh 


41. DoesYour Knowledge of The Facts About This Injury Agree With The Statements of The Employee And/Or Witness? 
0Y§i CD No. If No, Furnish A Detailed Explanation. 


42. Does The Employing Agency Controvert Continuation of Pay? D Yes GJ-tfo? If Yes, Give Full Explanation for Basis of 
Controversion (See Item 6 of Instruction Sheet), and, if applicable, the dete pay was terminated . Attach Additional 

Sheets if More Space Is Needed, 


43, Filing Instructions 

ED No Lost Time and No Medical Expense. Place this Form in Employee's Official Personnel Folder 
Q'^tfedical Expense Incurred or Expected. Forward this Form to OWCP 
Q Lost Time Covered by Leave, LWOP, or COP. Forward this Form to OWCP 


44, All Information requested on this Form has been furnished. If Not, It will be submitted by 


(Fill in Date) 









REQUEST FOR EXAMINATION AND/OR TREATMENT 


U.S. DEPARTMENT OF LABOR 
Employment Standards Administration 
Offwe of Worker i 1 Compensation Programs (OWCP) 


PART A - AUTHORIZATION __ ____ 


1. NAME ANO ADDRESS OF THE MEDICAL FAC I LITY OR PHYSICIAN AUTHORIZED TO PROVIDE THE MEPICAL SERVICE 

Ja.C'jd ScXrnU'elS, 

1 4 II Sorone-r 

Ktn<pwil«. Hd- Oil kS. . 


2. EMPLOYEE'S NAME (L„t, firit, mlddlol 3. DATE OF I NJU R V | 4. OCCUPATION 

(mo,, day, y*«r) 




t/bfa 2 . 


U/fJcr Ca.rfi'ec ~ 


5. DESCRIPTION OF INJURY OR DISEASE 


Xjxur Mixcfc vjp cuvju CXA A ACUMA, £( cPS 

fwrU sj^urm fcU> to 


6. YOU ARE AUTHORIZED TO PROVIDE MEDICAL CARE FOR THE EMPLOYEE SUBJECT TO THE FOLLOWING CONDITIONS! 

0" A * FURNISH OFFICE AND/OR HOSPITAL TREATMENT AS NECESSARY FOR THE EFFECTS O F THIS INJURY. ANY 
SURGERY, OTHER THAN EMERGENCY, MUST HAVE PRIOR OWCP APPROVAL. 

□ B * THERE IS DOUBT WHETHER THE EMPLOYEE'S CONDITION IS CAUSED BY AN INJURY SUSTAINED IN THE PER- 
FORMANCE OF DUTY OR IS OTHERWISE RELATED TO HIS EMPLOYMENT. YOU ARE AUTHORIZED TO EXAMINE 
THE EMPLOYEE, USING INDICATED NON-SURGICAL DIAGNOSTI C STUDIES, AND PROMPTLY ADVISE THE UNDER. 
SIGNED WHETHER YOU BELIEVE THE CONDITION IS DUE TO THE ALLEGED INJURY OR TO ANY CIRCUMSTANCE 
OF THE EMPLOYMENT. PENDING FURTHER ADVICE, YOU MAY PROVIDE NECESSARY CONSERVATIVE TREAT. 
MENT IF YOU BELIEVE THE CONDITION MAY BE DUE TO THE INJURY OR TO THE EMPLOYMENT. 


7< rtBT ° ISEASE 00 ,LI -NESS IS INVOLVED, OWCP APPROVAL FOR ISSUING AUTHORIZATION UNDEH ITEM SB ABOVE, WAS 
08 T Al NE 0 p 


(Nam® of OWCP officio!) 

8, SIGNATURE OF AUTHORIZING OFFICI AL (Sign ail copies) f t). TITLE 


to. LOCAL EMPLO YINGV^GENC Y TELEPHONE NUMBER 

9M- ISIS' 

12. SEND ONE COPY OF YOUR REPORT TO (PHI in eddrm)' 

U. S. DEPARTMENT OF LABOR 
Employment Standards Administration 
Office of Workers* Compensation Programs 


11. DATE (mo,, day, year) 


13, NAME ANO ADDRESS OP EMPLOYEE'S PLACE OF 
EMPLOYMENT, 

0,pt or Agancy ]4-S. 'PfrztbL, $LA. r? Cx_- 
Bureau or Of1k:« •QxAfitXL fitu *£ $(aXu 

<?• M. 

BaJUv HU. £13 3 $. 
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form CA-16 

(REV. DEC. 1970 




PART B - ATTENDING PHYSICIAN'S REPORT 


14 EMPLOYEE'S NAME IL,»t. f i r»t, mlddl.l 


ESasEME 


15. WH^T history of inxjry or disease did employee give you? 


JctjT^T^ /ptVvU, JUdlA. (X ^JLAsK* rrv» A.-U JU^U) 


16. IS THERE ANY HISTORY OR EVIDENCE OF PRE EXISTING INJURY, DISEASE, OR PHYSICAL IMPAIRMENT? 
(If ye*, ple«e deter lbs) 

□ Yw Q'No 


1 7, WHAT ARE YOUR FIN 01 NGS (Include results of x ray*, laboratory IB, WHAT IS YOUR DIAGNOSIS? 

test*, ate,)? 

Urur Jxti.cK cOvt*^. A&uXj~ {u**Urt • AfacKeJi #&-0 *ksi ^ 


10, DO YOU BELIEVE THE CONDITION FOUND WAS CAUSED OR AGGRAVATED BY THE EMPLOYMENT ACTIVITY DESCRIBED? 
(Please explain your answer If there It doubt.) 

Pfret n No 


20. DID INJURY REQUIRE HOSPITALIZATION? Q Ye* O’ No 

If y«, date of admittlon (mayday, year) 

Data of discharge {mo„ day, year) 


21, IS ADDITIONAL HOSPITALIZATION 
REQUIRED? 


□ y.. Quo 


23 . DATE SURGERY PERFORMED (mo,, 
day, year) 


25. WHAT PERMANENT EFFECTS, IF ANY, 
v DO YOU ANTICIPATE? 


22, SURGERY (If any, describe type) 


24. WHAT (Other) TYPE OF TREATMENT DID YOU PROVIDE? 

(AtCtUlX tXldXuOJhC*, '&> 

(KuAa / & OfX&CA.cxAjL'GX* 


26, DATE OF FI RST EX AMINA- 27, DATEIS) OF TREATMENT (mo., d.y, y««r) 28, DATE OF DISCHARGE FROM TREAT- 

TION ( mo. , day, year) MENT (mo., day, year) 


TION (mo., day, year) 

nhh% 


lljilt* oxLj 


ySs sSSSa 


n f/i/S a- 


29. PERIOD OF DISABILITY (If termination data unknown, so Indicate) 30i DATE EMPLOYEE ABLE TO RESUME WORK (mb., day, year) 
(mo„ day, year) 

TOTAL DISABILITY! FROM TO LIGHT WORK 

PARTIAL DISABILITY: FROM nlilt* TO REGULARWORK 


31 IF EMPLOYEE IS ABLE TO RESUME WORK, HAS HE/SHE BEEN ADVISED? |gY6S (“1 NO IF YES, FURNISH DATE ADVISED 
(month, day, year) | / /| / ^ 


32. IF EMPLOYEE IS ABLE TO RESUME ONLY LIGHT WORK, INDICATE THE EXTENT OF PHYSICAL LIMITATIONS ANDTHE TYPE 
OF WORK, THAT COULD REASONABLY BE PERFORMED WITH THESE LIMITATIONS. 


bjtvna U/ntCt jUrtULvuxjhcn (^H-Ofuclxxtx 


frUA X/A-iAUj u&Jz c 


33. GENERAL REMARKS AND RECOMMENDATION FOR FUTURE CARE, IF INDICATED. 

iu^cksjJL 


34. DO YOU SPECIALIZE? Q?fYea [[] No (If yea, state spec laity) ,9*^4^ P/\mX\4JU 


35, SIGNATURE OF PHYSICIAN 

36, ADDRESS (Number, street, city, state, Up code) 

Ml 6owam. /?cyuL 
{{iwtfinALt, fij. 

39. MEDICAL Bl LL. Charges for your services may be presented In the *pece below or on your billhead stationery, 


Oate or 
period of 
treatment 


Service or supplies must ba Itemized 



TOTAL 


Quantity Unit price 

or j 

number Coat | Per 
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0MB No. 1216-0t03 —Exp. 9-30-R3 


U.S. DEPARTMENT OF LABOR 
Employmvnt Standards Admlnfitration 
Office of Wor ken' Comparuatlon Programs (OWCP) 


DUTY STATUS REPORT 


The following request for information Is authorized by law (5 USC 0101 et seq.) Benefits and/or medical services expenses may 
not be paid or may be subject to suspension under this program unless this report Is completed and tiled as requested. 
Information collected will be handled and stored In compliance with the Freedom of Information Act, the Privacy Act of 1974 

and the OMB Cir. A-108, — — 

PART A - SUPERVISOR _ 

1. NAME AND AOORESS OF THE MEDICAL FACILITY AUTHORIZED TO PROVIDE MEDICAL SERVICES 


coiilidm Y Rozcborooci!-) , 

01) fkrfc Avcni H, 

VO P/XO<) 


2. EMPLOYEE'S NAME (Last, first, middle } 

s* 

3. DATE OF INJURY 

4. OCCUPATION 

6. SOCIAL SECURITY 

(Mo., day, year J 


NUMBER 

sc n, to 

ohhz 

(■zfkr C&.tri'tr' 

OIL-St- 


6. DESCRIBE HOWTHE INJURY OCCURRED AND PARTS OF THE BODY AFFECTED. 


JL.Kirrr> piju (X 0 

7T DESCRIPTION OF REGULAR WORK INCLUDING PHYSICAL REQUIREMENTS 


>, E XPOSURE (Check applicable exposure and fill In number of hours of exposure each work day} 

HEAT COLD ^ NOISE DUST 

FUMES STRESS OTHER 


b. PHYSICAL REQUIREMENTS OF REGULAR WORK 


Fr#qu#ncy (Provide frequency ; f.e 4 , number of times or hours per day. In 
appropriate box A 


* 


8ED6NTARY - LIFTING 0 to 10 POUNDS 
LIGHT - LIFTING 10to 20 POUNDS 
MODERATE - LI FTING 20 to BO POUNDS 
HEAVY - LIFTING 50 to 100 POUNDS 
PULLING/PUSHING, CARRYING 
REACHING OR WORKING ABOVE SHOULDER 


WALKING ( HOURS) 

STANDING ( HOURS) 

SITTING ( HOURS) 

STOOPING ( HOURS) 

KNEELING ( HOURS) 

REPEATED BENDING ( HOURS) 

CLIMBING i HOURS) 


OPERATINGAMOTOR VEHICLE, CRANE, TRACTOR 
OTHER: 


LITTLE OR NONE 

MODERATE 

OFTEN 



t. : 






ZJ 

a 





s 



3 



S 



3. 

G 



0 

i_ .. ... 


£_ 






i 



J 1 




1 



SEND A COPY OF THIS REPORT TO: 


0, NAME AND ADDRESS OF EMPLOYING AGENCY, WHICH 
IS TO RECEIVE THE ORIGINAL REPORT. 


U.S. DEPARTMENT OF LABOR 
Employment Standards Administration 
Office of Worker*’ Compensation Programs 


Id S ft^yUJL A&Aati 
( °i DO £(XA*- 0*~ 


r ICjA • ^ ^ 


INSTRUCTIONS FOR COMPLETION AND 
SUBMISSION OF DUTY STATUS REPORT 


SUPERVISOR: Complete Part A. The form should then be referred to the attending physician for completion of Part B, 


ATTENDING PHYSICIAN: Complete Part B. The original form should be returned to the employing agency fas shown In 
Item 9). To prevent interruption in the continuation of the employee's pay, the completed form should be returned to the 
employing agency within two days following examination and/or treatment. A copy of the form should also be sent to the 
OWCP (as shown in item 8). 


Form CA-17 

n M , (nil. fMH 
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10. IS THE EMPLOYEE ABLE TO PERFORM HIS/HER REGULAR WORK < Described in item 7)7 □ YES 

(If yes, indicate whether Part or Full-Time and date able to resume such work ) 


□ PART TIME 
Hour* a day 


□ FULLTIME 


Data (Mo., day , year) 


1 l t IS THE EMPLOYEE ABLE TO PERFORM LIGHT WORK? □ NO ET’yeSJF YES, CHECK THE WORK TOLERANCE LIMITATIONS 
WHICHAR6DUETOTHEINJURY. (Including Preexisting Conditions.) 


PHYSICAL LIMITATIONS 
SEDENTARY - LIFTING 0 to 10 POUNDS 
LIGHT - LIFTING 10 to 20 POUNDS 
MODERATE — LIFTING 20 to 50 POUNDS 
HEAVY - LIFTING 50 to 100 POUNDS 
PULLING/PUSHING, CARRYING 
REACHING OR WORKING ABOVE SHOULDER 


WALKING 

STANDING 

SITTING 

STOOPING 

KNEELING 

REPEATED BENDING 
CLIMBING 


other: 

EXPOSURE LIMITATIONS i Specify h 


HOURS) 

HOURS) 

HOURS) 

HOURS) 

HOURS) 

HOURS) 

HOURS) 



12. IF THE EMPLOYEE IS TOTALLY DISABLED FOR DUTY, GIVE A 

BRIEF REPORT AND PROGNOSIS 

13. PERIOD OF DISABILITY (if termination data unknown , so* indicate) 

TOTAL DISABILITY FROM TO 

PARTIAL DISABILITY FROM »lJ/0 TO C<riilLAUAA*ej 

14. DATE EMPLOYEE ABLE TO RESUME WORK (Mo. t day , year) 

LIGHT WORK Ef^ It/lO/ 

REGULAR WORK □ 

15. IF EMPLOYEE IS ABLE TO RESUME WORK, HAS HE/SHE BEEN ADVISED? 0^YES □ NO, IF YES, FURNI9H DATE ADVI3EO 
(Mo., day , year) 

ll|lo/» 


16. DIAGNOSIS OF CONDITION DUE TO INJURY 


jbs ur* JnUsK {TlrCA; ^ 0 

j ^ A jo 6 ~ A . ^ ^ 1 c U 0 . 



IB. dates of further appointments, if any 

nJlblKZ 

19. SIGNATURE AND TYPED OR PRINTED NAME OF 
PHYSICIAN 

l Urr> y. t H 

I.& 

r 20, PROFESSIONAL OEGREE 

21 . DATE (Mo u day, year) 

11)10/ j x 


Tor a*U by iba tap*rtnUnd«ct ol Documaita, U.B. Oor«nuoent PrtnUnf OflM, W t a hto ftafl, D,0. *H£0 
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QMB No. 1216*0103 -Exp, 9-304;? 


U,S, DEPARTMENT OF LABOR 

Employm»nt Standard* Admlnfitratlon 


DUTY STATUS REPORT 


Office of Worker*' Compentalion Program* (OWCP) 

The following request for Information Is authorized by law {5 USC 8101 et seq.) Benefits and/or medical services expenses may 
not be paid or may be subject to suspension under this program unless this report Is completed and filed as requested. 
Information collected will be handled and stored In compliance with the Freedom of Information Act, the Privacy Act of 1974 
and the QMB Clr. A-108. . 


PART A -SUPERVISOR 

1. NAME AND ADDRESS OF THE MEDICAL FACILITY AUTHORIZED TO PROVIDE MEDICAL SERVICES 

t R<?uJr&\o Leaf, M.O 

%\[ Pou\*fc 

ftgLCTmfru. M<r S/^9 _____ 


2. EMPLOYEE'S NAME (Last, first, middle} 


3. DATE OF INJURY 

(Mo., day, year ) 


iihln. 


4. OCCUPATION 




5, SOCIAL SECURITY 
number 

OIL -SZ'MXk 


6, DESCRIBE HOW THE INJURY OCCURRED AND PARTS OF THE BODY AFFECTED. 
JUfUf " Arfi-Ofe -te&ASK co* a a 



<3 & 




7, 


SCRIPTION OF 


WORK INCLUDING PHYSICAL REQUIREMENTS 


i. 


b. 


EXPOSURE (Check applicable exposure and fill In number of hours of exposure each work day } 

HEAT COLD 5 NOISE DUST 

FUMES STRESS OTHER 

PHYSICAL requirements OF REGULAR WORK F requenoy (Provide frequency , / number of times or hours per da y, In 

appropriate box A 


SEDENTARY - LIFTING 0 to 10 POUNDS 
LIGHT — LIFTING 10 to 20 POUNDS 
MODERATE - LIFTING 20 to BO POUNDS 
HEAVY - LIFTING BO to 100 POUNDS 
PULLING/PUSHING, CARRYING 
REACHING OR WORKING ABOVE SHOULDER 


WALKING { HOURS) 

STANDING | HOURS) 

SITTING ( HOURS) 

STOOPING { HOURS) 

KNEELING [ HOURS) 

REPEATED BENDING { HOURS) 

CLIMBING < HOURS) 


OPERATING AMOTOR VEHICLE, CRANE, TRACTOR, ETC. 
OTHER! 


LITTLE OR NONE 

MODERATE 

OFTEN 



7 



r .3 



y — 

CL- 














3 

Q 



o 



o 



0 



1 



t 







0. SEND A COPY OF THIS REPORT TO: 


U.$, DEPARTMENT OF LABOR 
Employment Standards Administration 
Office of Workers’ Compensation Programs 


9. NAME AND ADDRESS OF EMPLOYING AGENCY, WHICH 
IS TO RECEIVE THE ORIGINAL REPORT. 

Li. 6 VkXjJU CM. 

tU_, QtKsjUf @tajhcr~' 

1 9 0 0 

( ScO>0 Led c?/v>33 


INSTRUCTIONS FOR COMPLETION AND 
SUBMISSION OF DUTY STATUS REPORT 

SUPERVISOR: Complete Part A. The form should then be referred to the attending physician for completion of Port B. 

J™ NQ expiate Part B. The original form should be returned to the employing agency (as shown In 

em . o prevent nterruptlon In the continuation of the employee's pay, the completed form should be returned to the 

oXCiSVtem fiT ^ f °" 0Win9 eXam,n8t,0n #nd/or tfeatment - A °°PV of the form should also be sent to the 
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Fnrm CA-17 


PART B — PHYSICIAN 

10. IS THE EMPLOYEE ABLE TO PERFORM HIS/HER REGULAR WORK (Described In item 71? □ YES 

Of yes, Indicate whether Part or Full-Time and date able to resume such work) 


□ part TIME 
Hour* a day 


□ FULL TIME 


Date (Mo., day, year) 


11. IS THE EMPLOYEE ABLE TO PERFORM LIGHT WORK? □ NO Q'YES. IF YES, CHECK THE WORK TOLERANCE LIMITATIONS 
WHICH ARE due TO THE INJURY, {Including Preox/sting Conditions,} 


PHYSICAL LIMITATIONS 
SEDENTARY - LIFTING 0 to 10 POUNDS 
LIGHT - LIFTING 10 to 20 POUNDS 
MODERATE - LIFTING 20 to 50 POUNDS 
HEAVY - LIFTING 50 to 100 POUNDS 
PULLING/PUSHING, CARRYING 
REACHING OR WORKING ABOVE SHOULDER 


FULL 

RESTRICTION 


PARTIAL 


RESTRICTION 



WALKING ( HOURS) 

STANDING ( HOURS) 

SITTING ( HOURS) 

STOOPING { HOURS) 

KNEELING ( HOURS) 

REPEATED BENDING t HOURS) 

CLIMBING ( HOURS) 

OPERATING A MOTOR VEHICLE, CRANE, TRACTOR, ETC* 
OTHER: 

EXPOSURE LIMITATIONS (Specify). 




NO 

RESTRICTION 


12. IF THE EMPLOYEE IS TOTALLY DISABLED FOR DUTY, GIVE A BRIEF REPORT AND PROGNOSIS 


13. PERIOD OF DISABILITY (if termination date unknown, so* indicate) 14, DATE employee ABLE to RESUME WORK (Mo., day, year) 
TOTAL DISABILITY FROM TO LIGHT WORK Gf" lljloflfi' 



PARTIAL DISABILITY FROM TO REGULAR WORK □ 


16. IF EMPLOYEE IS ABLE TO RESUME WORK# HAS HE/SHE BEEN ADVISED? D YES □ NO. IF YES, FURNISH DAI E AOVISEO 


16. DIAGNOSIS OF CONDITION DUE TO INJURY 


fdjM/JTlALQ jUur" JriK.0 Jt pJfaXUL, 

(UiX% m moyirt- /w Ult C/M) -CrtrtAs £0 



17. CFATEOF EXAMINATION v 10, DATES OF FURTHER APPOINTMENTS* IF ANY 

trtt>/83 


10. SIGNATURE AND TYPED OR PRINTED NAME OF 20. PROFESSIONAL DEGREE 21. DATE (Monday, year) 

PHYSICIAN 

^ t- fltntJft-M, (fr^o-poluit 5 jib I 



For **le by the Superintendent of Document!, U.ft. Government Prlntlnf Ofllc*, Weahlniton, D.C. 20402 
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task book 

REHABILITATION 
JOHNSON CASE 
TASK 1 


Assume today's date is May 20, 1983. Mr. Johnson is still on 
the agency's rolls. Every six months, it is your policy to 
review all temporary limited duty assignments. Select the 
choice below which best describes the action you would take at 
the conclusion of your review: 


a. Continue the assignment until your next review. Turn to 
page 327, Box 2. 


b. Require additional medical evidence from the treating 
physician to support the continuing need for limited 
duty. Turn to page 326, Box 4. 


c. Request OWCP to do an LWEC. Turn to page 32 9 , Box 2. 


d. Get another medical opinion through a fitness for duty. 
Turn to page 328, Box 3. 


If you wish to consult the Resource, refer to pages 59 - 63. 
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TASKBOOK 
REHABILITATION 
JOHNSON CASE 
TASK 2 


Your limited duty review reveals that additional medical 
evidence is needed from the treating physician. You will have 
to prepare a letter requesting the required information to make 
a determination on Mr. Johnson's need for continuing limited 
duty. For this task, list below the information you would 
request from the physician. 

If you want to refer to the Resource, the material covering 
this area can be found on pages 65 - 66 in the Resource. 


WHEN YOU HAVE FINISHED, TURN TO PAGE 313 TO COMPARE YOUR ANSWER 
WITH THE BOOK ANSWER. 
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END OF TASK MATERIAL 




TASKBOOK 
REHABILITATION 
JOHNSON CASE 
TASK 2 


An swer s 


You would request from the physician: 

1) Objective findings which prevent return to the work 
assignment, 

2) Prognosis for the employee's return to his regular 
assignment , 

3) If the employee has limitations which preclude him from 
returning to full duty, the physician should: 

a. Identify them and 

b. Establish, through rationalized medical evidence, a 
causal relationship between the continuing physical 
limitations and the job-related injury. 


TURN THE PAGE TO SEE AN EXAMPLE OF A LETTER YOU MIGHT WRITE. 
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TASKBOOK 
REHABILITATION 
JOHNSON CASE 
TASK 2 


Answer (continued): Your letter might look like this: 


May 20, 1983 


William X. Roseborough, M.D, 

811 Park Heights Avenue 
Baltimore, MD 21209 

Dear Dr. Roseborough: 

This will refer to the medical care you are providing our employee, 
George E. Johnson who was injured on 11-1-82. 

As you know, Mr. Johnson sustained an injury to his low back six 
months ago when he bent down to lift a parcel. He has worked in a 
limited duty assignment since 11/1/82 with no change in his physical 
restrictions. Your reports continue to indicate that Mr. Johnson 
cannot lift in excess of 20 pounds. Since limited duty is designed 
to be temporary in nature, it is essential that we determine the 
extent and duration of Mr. Johnson's physical limitations. 

Mr. Johnson’s regular assignment is that of a letter carrier. This 
requires him to lift a maximum of 35 pounds, engage in prolonged 
walking/standing, reach above the shoulders for approximately three 
hours and do a moderate amount of climbing and bending. He is 
required to work eight hours five days per week with occasional 
overtime . 

1. Please advise in your medical opinion when Mr. Johnson will be 
able to return to this assignment and the approximate date. 

2. If Mr. Johnson cannot return to his regular assignment, please 
provide us with a detailed medical report including: 

a. Objective findings which prevent his return to the regular 
work assignment. 

b. A reasoned medical opinion that connects his current physical 
limitations to the job-related injury. 

c. His physical limitations and their expected duration. 

I appreciate your efforts in assisting us to accommodate Mr. Johnson 
and have enclosed a self-addressed envelope for your reply. 

Sincerely, 


John S. Lilly 

Injury Compensation Supervisor 
cc : OWCP District Office 


TURN THE PAGE. 
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TASKBOOK 
REHABILITATION 
JOHNSON CASE 
TASK 3 


Review Dr. Roseborough ' s response to your request for medical 
information on the following page. Then turn to page 317 and 
answer the questions. 
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JOHNSON CASE 
TASK 3 


William X. Roseborough, M.D. 
Orthopedic Specialist 
811 Park Heights Avenue 
Baltimore, MD 21209 
June 10, 1983 


Mr. John S. Lilly 
Injury Compensation Supervisor 
U. S. Postal Service 
1900 E. Payette Street 
Baltimore, MD 21233-9408 


Dear Mr. Lilly: 

Thank you for your recent letter concerning your employee and 
my patient, George A. Johnson. 

It is unfortunate that I cannot provide you with the 
straightforward information you require. Both myself and 
Mr. Johnson had expected a return to his letter carrier 
position by now. His low back strain has not responded to 
conservative treatment, yet objective findings do not warrant 
more aggressive medical care. 

In view of the above, it is recommended that Mr. Johnson 
continue in his limited duty assignment for another three 
months. His physical limitations are no lifting over 20 pounds 
and my diagnosis remains resolving low back strain. I will 
reevaluate Mr. Johnson in three months for a possible return to 
full duty. 


William X. Roseborough, M.D. 
Orthopedic Specialist 


TURN THE PAGE. 



TASKBOOK 
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JOHNSON CASE 
TASK 3 


Write your answers to the following questions below. 

a) Does the medical report contain the information you need to 
make a decision? 

b) If not, list the specific points that are missing. 

If you want to consult the Resource Book, turn to pages 59 - 63. 


WHEN YOU HAVE FINISHED, GO TO PAGE 318 TO CHECK YOUR ANSWER. 


- 317 - 



END OP TASK MATERIAL 




TASKBOOK 
REHABILITATION 
JOHNSON CASE 
TASK 3 


Answer : 

a) The medical report does not contain the information needed 
to make a decision. 

b) The following are missing from the report: 

1) Detailed objective findings. 

2) Reasoned medical opinion establishing a relationship 
between the physical restrictions and the job-related 
injury. 


GO ON TO THE NEXT TASK. 



TASKBOOK 
REHABILITATION 
JOHNSON CASE 
TASK 4 


Select the best course of action from the choices below. Then 
turn to the page indicated next to your selection to check your 
answer. . . 


a. Continue Mr. Johnson in the limited duty assignment pending 
the next medical reevaluation. Turn to page 328, Box 2. 


b. Request that OWCP get a second opinion on Mr. Johnson. 
Turn to page 327, Box 1. 


c. Require Mr. Johnson to take a Fitness for Duty medical 
exam. Turn to page 329, Box 3. 

If you want to review the Resource, refer back to pages 59 - 63. 
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Your Installation Head has approved the scheduling of a Fitness 
for Duty examination on George E. Johnson. You have selected 
Board Certified Orthopedic Specialist Joseph R. Holmes to conduct 
the examination. You have provided Dr. Holmes with job 
descriptions for Mr. Johnson's regular and limited duty 
assignments, a copy of the original injury report, as well as all 
medical reports pertaining to the injury. You have requested 
that Dr. Holmes do a one time medical evaluation of Mr. Johnson's 
low back condition and that he specifically address the issues of 
fitness for duty, objective physical findings and their 
relationship to the injury, and the extent and duration of any 
physical restrictions stemming from this injury. 

Dr. Holmes conducted his examination and provided you with his 
report on pages 3 21 and 322. Review his findings and decide your 
next course of action. 

Then go to page 32 3 to choose your answer. 
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July 30, 1983 


Mr. John S. Lilly 
Injury Compensation Supervisor 
U. S. Postal Service 
1900 E. Payette St. 

Baltimore, MD 21233-9408 


Dear Mr. Lilly: 

After reviewing all the information provided me, a Fitness for 
Duty examination was performed on George E. Johnson on 7/19/83 in 
regard to his low back condition. 

General health was good and general physical examination was 
within normal limits. 

Mr. Johnson is a 22 year old white male with no history of 
orthopedic problems until he injured his low back on 11/1/82 
lifting a 25 pound package. He was treated by his family doctor 
Jack Samuels, M.D. who referred him to orthopedist William X. 
Roseborough, M.D. Mr. Johnson does not remember if Dr. 
Roseborough took X-rays of his back but he does remember going to 
physical therapy. Mr. Johnson has worked limited duty since his 
injury. 

Subjective complaints from Mr. Johnson include pain on rising, 
pain when he bends to lift, and general "achiness" at the end of 
the work day. Mr. Johnson also stated that he is becoming very 
depressed about his physical condition and is considering 
changing doctors to a chiropractor. 

Examination : 


In the supine position (on his back) the employee had no 
complaints of pain. Straight leg raising, both right and left 
legs separately and both legs together caused no low back pain 
and he was able to elevate his legs to the full extent. The deep 
tendon reflexes at the knees and ankles were normal, both without 
and with reinforcement. Range of motion of the entire back was 
performed normally and to the full extent without any 
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complaints of pain. He was able to move his back easily in all 
directions. Heel/toe stand/walk was normal without complaints. 
Deep squatting was performed normally without complaints. There 
was no tenderness of the backbones or back muscles to palpation 
or to percussion. There was no sensory loss. Babinski reflex 
was normal bilaterally (stimulating the soles of the foot). 

Muscle strength and tone of the back muscles and leg muscles were 
normal. There were no muscle spasms of the back. 

The only abnormal finding was mildly poor posture; kyphosis 
(round shouldered) and lordosis (sway back). X-rays normal 
lumbar spine. 

Impression t 


Normal musculoskeletal and neurologic exam# with the exception of 
mildly poor posture, round shouldered and sway backed. 

Duty status: 

After reviewing the job description for Letter Carrier, it is my 
opinion that Mr. Johnson could perform all the physical 
requirements of the position including the requirement to lift 35 
pounds. He has no physical restrictions as a result of his 
11/1/82 low back injury. 


Joseph A. Holmes, M. D. 
Orthopedic Specialist 
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Which course of action should you now take? Select one 
decision below. 


a. There is a conflict of medical opinion. Request OWCP to 
order an impartial medical exam to resolve the conflict. 
The claimant stays on light duty until the conflict is 
resolved. Turn to page 326, Box 2. 


b. There is a conflict of medical opinion. Resolve it by 
scheduling the claimant to see a third doctor to resolve 
the conflict. The claimant must stay on light duty 
meanwhile. Turn to page 328, Box 1. 


c. The objective findings of Dr. Holmes take precedence over 
the subjective opinion of the treating physician. 

Mr. Johnson may now be returned to regular duty. Turn to 
page 327, Box 4. 


d. There is an unresolved difference of medical opinion. Ask 
OWCP for an impartial exam. Due to Dr. Holmes' clearance 
for regular duty, you may reassign the claimant to regular 
duty. Turn to page 329, Box 1. 
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In a letter to OWCP forwarding Dr. Holmes' evaluation, list the 
points you will make that support your requesting a final 
determination on the employee's physical limitations and duty 
status . 

If you wish to review resource material, consult pages 59 - 63 of 
the Resource Book. 


TURN TO PAGE 32 5 TO CHECK YOUR ANSWER. 
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Answer: 


It should include the following points: 

1. Orthopedist William X. Roseborough, M.D. has been treating 
Mr. Johnson for the past eight months. The treatment has 
been conservative, has included physical therapy, and now 
consists of evaluations every three months. We receive a 
CA-17 on the occasion of each evaluation. However, they are 
exteremely general and there has been no change in the 
diagnosis or physical restrictions for the past three 
evaluations . 

2. Attempts to get more definitive information from Dr. 
Roseborough have been unsuccessful. His latest medical 
report dated 6/10/83 merely reiterates that the employee 
should remain on limited duty for another three months with a 
lifting restriction of 20 pounds. 

3. In view of the above, Mr. Johnson was scheduled for a Fitness 
for Duty examination by Board Certified Orthopedic Specialist 
Joseph R. Holmes on 7/19/83. Dr. Holmes' findings included 
normal X-rays of the lumbar spine, normal musculoskeletal and 
neurologic examination and that the employee has no residual 
physical disability as a result of his 11/1/82 job-related 
injury. He further found that the employee was fully capable 
of performing all of the duties of a Letter Carrier with no 
restriction as to physical ability. 

4. Postal policy requires that when an employee is unable to 
perform all the duties of their regular assignment, they must 
be placed on temporary limited duty. Mr. Johnson has worked 
a limited duty assignment since 11/1/82 because of his 
inability to lift the required 35 pounds. Inasmuch as there 
is now conflicting medical opinion as to his physical 
limitations and their cause, it is requested that he be 
referred to an impartial specialist for final resolution of 
these conflicts. 


THIS IS THE END OF THE CASE MATERIAL. GO TO PAGE 335 TO DO A NEW 
EXERCISE. 
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From page 272 



There is a concurrent condition, but the medical report 
does not indicate how much this contributes to his current 
disability. There is a better basis to question the 
continued compensation. 

Return to page 272 and choose again. 



From page 323 


Correct. OWCP must resolve the conflict. Meanwhile you 
cannot ignore work restrictions imposed by the treating' 
physician. 

Turn to page 324 for the next task. 




This is a direct course of action, but you cannot require 
an FFD for someone who is no longer on the agency rolls. 

Return to page 274 and try again. 



4 


This is correct. There are no reasons given for why a 
back sprain would incapacitate a young man this long 
(6 months). 

Turn to page 312 for the next task. 
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From page 3 L 9 


This is a possible course of action. However/ there is a 
more direct way to handle the problem. 


Return to page 319 for another choice. 



From page 311 


There does not seem to be any point in delaying action at 
this point. A back sprain will normally resolve itslelf 
in 6-8 weeks. It has been 6 months, and there has been 
little change. 

Return to page 311 and make a different selection. 



From page 274 

This is partially correct. However, you may have to 
accommodate other work limitations in this case. 

Return to page 274 and choose again. 


From page 323 



No. Until the conflict is resolved, you cannot violate 
work restrictions imposed by the treating physician. 

Return to page 323 for another choice. 
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Prom page 323 


No. You do not have authority to resolve a conflict in 
medical opinion. 

Return to page 323 for another choice. 


From page 319 


This would put off the decision for another 3 months. 
Since it is already 6 months since the injury, it is time 
to take a more active role. 

Return to page 319 for another choice. 


From page 311 


It might eventually be necessary to do this in order to 
get the information you need. However, there is something 
simpler you can do. 

Return to page 311 and choose again. 


From page 292 


Correct. The position of supply clerk would appear to 
best meet Ms. Washington's physical restrictions and 
require the least amount of modification. The only 
modif icationn necessary would be lifting 50 pound crates. 

Now turn to page 293 for the next task. 





From page 323 


This is mostly correct. However, you cannot violate work 
restrictions imposed by the treating physician until the 
conflict in medical opinion is resolved. 

Return to page 323 for another choice. 


From page 311 


There is no need for this. The claimant is working on 
light duty and there are no clear reasons why he shouldn't 
soon return to regular duty. 

Return to page 311 and choose again. 


J 


From page 319 


Yes, this is the best choice. An injury that usually 
resolves itself in 6-8 weeks requires serious 
investigation if it is still not better after 6 months. 
Since Mr. Johnson is still an employee of the agency, you 
can resolve the situation faster with a Fitness for Duty 
exam. You don't need to go to OWCP. 

Turn to page 320 for the following task. 


From page 272 

Correct. The treating physician states that Perry is now 
able to work on a limited basis. 

Turn to page 274 for the next task. 


A 
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From page 295 


Mostly correct. The modifications for duties 2 and 3 are 
correct. 

Reexamine duties 1 and 4 to see if some imposed limitation 
could be violated. 

Return to page 295 for another choice. 



From page 296 


Partly correct, but there are some further work 
limitations that are not included in this description. 

Review the work restriction evaluation on page 288, then 
return to page 296 for another choice. 


From page 297 



Correct. The treating physician can reevaulate the 
claimant's condition which may have changed since the 
previous time. 

Turn to page 298 and do the next task. 



From page 298 

Correct. Since Ms. Washington is a Postal Service 
employee this special rule applies. 

Now turn to page 299 for the next task. 
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From page 297 



From page 296 





In most agencies this is oorr^nf „ 
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Prom page 296 
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From page 296 


Mostly correct. Reexamine the work restrictions on page 
288. Then return to page 296 for a different selection. 





Correct. All changes are required by Ms. Washington's 
work limitations. 

Turn to page 296 and do the next task. 
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From page 299 


The case may result in a termination of compensation. 

But in order to qualify for disability retirement the 
claimant would have to demonstrate total disability and 
this is not the case. 

Return to page 299 for another choice. 



From page 299 


There is no such provision. Rehabilitation results in the 
claimant getting the same pay, but there is no guarantee 
of an equivalent job. 

Return to page 299 for another choice. 
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COMPENSATION PROGRAM SELF AUDIT 


To be effective the compensation specialist must develop the 
technical skills to thoroughly review initial claims, prepare 
controversion when warranted, and review long-term cases for 
re-employment or other disposition. 

However, to have a successful compensation program in your 
installation, you must also develop and maintain effective 
working relations with three specific groups. These are: 

1. The managers and supervisors at the installation. 

2. The medical practitioners utilized by claimants. 

3. The OWCP District Office that services your claims. 

For each group there are specific educational and collaborative 
activities that are important to initiate. 


In order to evaluate the strength and weaknesses of the 
compensation program at your facility, complete the following 
tasks s 

1. Read pages 77 - 87 in the Resource Book on these three 
relationships 

2. Complete the "Compensation Program Self Audit" and score it, 

3. When you have completed and scored the self audit, read the 
Instructions on page 341, then complete the "Action Planning 
Sheet" on page 342. 
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COMPENSATION PROGRAM SELF AUDIT 
SECTION I 

RELATIONS WITH MANAGEMENT 


For each of the following items indicate the extent to which 
these practices are followed in your installation. Place the 
appropriate number in the blank provided. 


All the time..... - 4 

Most of the time = 3 

Fairly often - 2 

Rarely = 1 

Never = 0 


1. Supervisors report or have the employee 
report all compensatory injuries to the 
compensation office within 24 hours of 
their occurrence. 

2. Supervisors see that injured employees 
immediatly complete a CA-1, and themselves 
correctly complete and submit the CA-1 within 
48 hours. 

3. The level of information reported by the 
supervisor on the CA-1 and/or an attached 
statement is adequate. 

4. Supervisors recognize the claims that can 
legitimately be controverted. 

5. Supervisors correctly follow the rules for 
time-keeping under COP. 

6. Supervisory training on claims reporting and 
handling is provided for supervisors. 


(CONTINUED ON NEXT PAGE) 



7. Supervisors are aware of the technical assistance 
available from the compensation office and 
utilize this assistance when needed. 

8. Information on FECA benefits, basis of entitlement 
and agency compensation program are disseminated 
to all managers through administrative 
instructions, memoranda or other official means. 

9. Executive and management meetings include 

a report and discussion of the installation's 
compensation program at least quarterly. 

10. The compensation office reports to top 
management at least quarterly on the 
compensation costs for the installation. 

11. The installation management supports a light 
duty program for temporary partially 
disabled claimants. 

12. Organizational units are able to provide 
sufficient light duty assignements for partially 
disabled claimants. 

13. Employees on light duty are periodically 
(every 2-3 weeks) re-evaluated for changes 
in their work restrictions. 

14. Light duty assignments automatically terminate 
at least within 12 months and a decision is 
made for permanent disposition of the case. 

15. Management offers modified jobs to permanently 
and partially disabled claimants. 


SUBTOTAL 



SELF AUDIT 


SECTION II 

RELATIONS WITH DOCTORS 


For each of the following items, use the same scoring system you 
used for Section I, with 4 indicating "all the time" and 0 
indicating "never". 


16. At least quarterly compensation office staff 
hold meetings or make other special efforts to 
educate medical practices in the community for 
the purpose of improving the usefulness of 
medical reports. 

17. Compensation office staff make sure that local 
physicians who treat our injured employees 
are aware of our light duty program. 

18. The compensation office (or the agency medical 
office) speaks directly with the treating 
physician to clarify any work limitations 
questiqns in a case. 

19. Medical practices are instructed to send bills 
to the agency compensation office. 

20. Medical practices are instructed by the 
compensation office on what things OWCP 
needs in order to process bills. 

21. Doctors are encouraged to call the compensation 
office to discuss any questions they may have 
concerning the accommodation of work limitations 
for an employee. 


22. The compensation office uses a list of competent 
and cooperative medical practices and 
specialists to assist the employee in selecting 
an appropriate one. 


23. Initial medical reports are received from doctors 
within 4 or 5 days. 


24. The compensation office contacts the treating 
physician for an initial status report within 
24 hours of the initial treatment if the status 
cannot be learned from the employee. 


SUBTOTAL 
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SECTION III 
RELATIONS WITH OWCP 


For the following questions r place a 3 in the blank if the 
statement is true and a 0 in the blank if it is not so. 


25. Compensation office staff has visited the OWCP 
District Office to learn how OWCP processes 
claims and bills. 

26. The chief compensation officer has personally 
met and discussed problems with OWCP's Deputy 
Commissioner. 

27. Your facility has arranged to get a chargeback 
listing from OWCP at least on an annual basis. 

28. The compensation office has clarified with OWCP 
the types of controversion cases that will be 
upheld. 

29. The compensation office has arranged a system with 
OWCP to update files. 

30. The Deputy Commissioner or his representative has 
toured your facility and become acquainted with 
the type of work done, the equipment used and 
common injuries. (This would not apply for an 
agency that has desk-type jobs only.) 

31. The compensation staff has an arrangement to 
routinely discuss problem cases with claims 
examiners . 

32. The compensation office has developed good enough 
working relations with the District Office that 
you are confident that any serious problem will 
receive due attention. 


SUBTOTAL 
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SCORING SHEET 

To get your overall score follow these steps: 

1. Enter the Subtotal of Section I on the 

blank on this line 

2. Enter the scores for the following items 
in the blanks provided : 

Item 6 

Item 11 _____ 

Total for Section I 

Total possible score for Section I is 68. 

• 3. Enter the Subtotal of Section II on the 

blank on this line 

4. Add the following scores: 

Item 16 

Item 21 

Total for Section II . 

Total possible score for Section II is 44. 

5. Enter the Subtotal of Section III on the 

blank on this line 

6. Add the, following scores: 

Item 26 

Item 28 

Item 31 

Total for Section III 

Total possible score for Section III is 44. 

If you are significantly below the possible score for any 
section there may be serious weaknesses to your program. This 
is especially true if you scored less than 3 on any of the 
seven weighted items listed above. 
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INSTRUCTIONS 


After reviewing what you consider the most serious weaknesses 
in your program, select at least one action step that would 
strengthen your organization's program in some important way. 

In selecting an action to plan, use the following criteria! 

a. Choose from 1 to 3 actions. Write them out in the 
space below. 

b. Choose actions that are within your power to do 
(something you can do yourself). 

c. Choose actions that you think have a high 
probability of success. 

d. Choose actions of relatively short range (the 
results will be visible in 30 to 60 days). 

Using the Action Planning Sheet on the following page (342), for 
one of your actions draw up a plan, with specific steps and a 
time table. There are two additional Action Planning Sheets on 
pages 343 and 344 if you want to draw up additional plans. 
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Action Steps s 


Tarqet Date 
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